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SCIENTIFIC ARTICLES 


The Clinical Objectives of Infant Feeding 
Hans G. Keitel, M.D. and Norma B. Keitel, M.D. 
This is a critical review of factors which must be considered 
in choosing any of the common types of milk feeding in infants. 


Chickenpox Pneumonia .. . 89 
Arthur C. Crampton, M.D., Martin H. Siefert, M.D. call H. C. 
Burkhead, M.D. 
Varicella virus invasion of the lower respiratory tract is seen almost 
exclusively in young adults. This complication of chickenpox, 
although still rare, seems to be increasing in frequency as more 
adults are developing the disease. 


Sickle Cell Nephropathies ..........2. «9 
Leonard B. Berman, M.D. 
The Practitioner and Meningitis in Childhood . . 98 


James L. Dennis, M.D. 
Dr. Dennis gives practical pointers on reducing mortality by early 
diagnosis, rapid identification of the cause and the proper therapy. 


Watch for. 


these and other timely and informative articles 
scheduled to appear in coming issues. 


New Diagnostic Techniques in Viral Infections. CHARLES C. SHEPARD, 
M.D. Dr. Shepard reviews new laboratory techniques for the early diagnosis 
of viral infections as an aid to accurate clinical diagnosis. 


Renal Calculi Resulting from Inborn Errors of Metabolism. A. H. SAMIY, 
M.D. and J. P. MERRILL, M.D. An accurate diagnosis of the cause of kidney 
stones is important in the prevention of recurrences. The authors point out 
that it is possible to make such a diagnosis in spite of the many causes. 


Cor Pulmonale. M. IREN& FERRER, M.D. and R&JANE M. HARVEY, M.D. 


Successful treatment of cor pulmonale depends on a clear knowledge of 
basic patho-physiologic mechanisms. 
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Practical Therapeutics: 
The Management of Rheumatoid 


James D. C. Gowans, M D. 
The long-term treatment of this crippling disease 
is described in careful detail. 
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Bleeding from the Upper Gastrointestinal Tract. ROBERT 
T. MURPHY, M.D., JOSEPH L. BILTON, M.D., EDWARD A. 
MARSHALL, M.D. and JOHN STORER, M.D. Many practical 
pointers on diagnosis and treatment are found in this dis- 
cussion of a common and distressing problem. 


Adrenal Insufficiency. HERBERT S. KUPPERMAN, M.D. 
Adrenal insufficiency, formerly an incurable condition, can 
now be handled so that the patient has no disability as 
long as he remains under treatment. 


Hanging Casts and Humeral Fractures. ROBERT G. THOMP- 
SON, M.D., EDWARD L. COMPERE, M.D., WILLIAM J. 
SCHNUTE, M.D. and CLINTON L. COMPERE, M.D. The 
authors present the results of 88 cases of humeral fracture 
treated by the “changing cast’’ method. 


Eversive Cervicitis. GEORGE S. ALLEN, M.D. and MALCOLM 
L. BARNES, M.D. A practical office procedure to take care 
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of a common condition which may lead to malignancy is out- 
lined. The authors give reasons for preferring the term “‘ever- 
sive cervicitis” to chronic cervicitis. 


The Anxiety State. Justin M. Hops, M.D. A comprehensive 
analysis of the anxiety state, with practical pointers on how 
to recognize it and how to treat it. 


Nutritional Considerations in Liver Disease. MAURICE E. 
SHILS, M.D. The fundamental problems concerned with the 
treatment of liver disease, particularly in alcoholics, are 
described in detail, together with a rational basis for 
therapy. 


Some Commonly Encountered Economic Poisons. LLOYD 
S. RALSTON, M.D. Many chemical poisons, which can pro- 
duce severe poisoning in man, are now used widely in in- 
dustry, agriculture and the home. Prompt recognition of the 
poison involved is necessary for treatment. 
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a Publisher’s Memo 


WE’VE THOUGHT for years that the friendly bar- 
tender headed the list of “professional listeners.” 
Our opinion has been periodically reinforced by 
The New Yorker (a week seldom goes by without 
a cartoon showing some henpecked soul draped 
over a bar, mouthing his concerns to an affable 
innkeeper). 

Now it appears we’ve been wrong. According 
to a recent University of Michigan study, the 
most sympathetic ear belongs to the clergyman. 
This is understandable and we’re really not sur- 
prised. However, next in line is the family doctor 
—not (as many would expect) the psychiatrist or 
the psychologist. Social service workers are near 
the bottom of the list, barely nudging out 
teachers, nurses, policemen and assorted other 
“listeners.” 

Here are the facts and figures from the Michi- 
gan study. When a personal problem needs out- 
side discussion, 42 per cent of the people seek a 
clergyman; 29 per cent call their family doctor; 
18 per cent head for a psychiatrist or psychologist 
and only 3 per cent seek out a social worker. 

All of this is very interesting. It puts new 
emphasis on the role of the family doctor in a 
whirling 20th century society. It draws a bold 
line under our continuing contention that family 
doctors treat people—not case histories or num- 
bered file folders. 

We're further convinced that not every doctor 
can be a good family doctor. It’s meaningless to 
say that a family doctor is a physician who 
doesn’t specialize. This definition is negative, 
incomplete and patently inaccurate. 

The family doctor does specialize. He spe- 
cializes in the continuing care of the patient as a 
person and the family as a unit. No one else fills 
this important function. Part of the family doc- 
tor’s value to society stems from the fact that like 
Mt. Everest, he’s always “there.’’ He will de- 
liver a baby, suture a wound, diagnose a disease 
—or just listen. Sometimes this is the best 
therapy anyone can provide. —M.F.C. 


General Practice 
Award Dropped 


Some D.O.’s OK; 
Osteopathy a Cult 


Hussey Heads 
AMA Board 


EXECUTIVE DIRECTOR’S 


Newsletter 
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SIGNIFICANT EVENTS 


> To the delight of Academy members present, the AMA House 
of Delegates, meeting in New York Cit voted 128-64 to 


discontinue the controversial "General Practitioner of the 
Year" award. The Academy has often pointed out that the 
award has alarmingly negative public relations value. 
The public is prone to view the winner as a typical general 
practitioner—a physician he seldom resembles. 

The first award was presented six months after the Academy 
was founded in 1947. The average age of the 14 physician 
recipients: 67. 


> The AMA's new official stand on relations between doctors 
of medicine and doctors of osteopathy now seems to be as 
follows: It's not unethical for an M.D. to associate pro- 


fessionally with a D.0O. if the D.O. does not practice 
osteopathy. In other words, an osteopath may not be a 


cultist but osteopathy's a cult—and if the D.0. practices 
osteopathy, all "voluntary professional associations with 
him are unethical." 


The new policy, adopted in New York, at first appears to 


herald chaos and confusion. However, it is generally 
regarded as encouraging further "transitions" of the 


California merger variety. The AMA opened the door an inch 
or two more but clearly indicated that it is still opposed 
to peaceful coexistence. 


> Shortly after the delegates adjourned, the AMA Board of 
Trustees elected Dr. Hugh H. Hussey chairman. Dr. Hussey, 


dean of Georgetown University School of Medicine and former 
medical editor of GP, thus stepped into the most potent 
policy post offered by the AMA. In 1960, the Academy's 
Congress of Delegates made Dr. Hussey the AAGP's llth 
honorary member. Earlier, AMA delegates handed the presi- 
dent-elect assignment to Dr. George F. Fister, an Ogden, 
Utah, urologist. 


Another Academy member, Dr. Walter H. Judd, Republican 


representative from Minnesota, received the AMA's coveted 
Distinguished Service Award. The award is often called 


"medicine's highest honor." For more on Drs. Fister and 
Judd, see page 35. For a complete report on the AMA's 
annual meeting, see page 163. 
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Colorado Plan 
Deep in Red Ink 


Kefauver Report 
A “Monstrosity” 


Prescription Price 
Story Unfolds 


> Colorado's health care plan for its aged citizens ended 
its third year wallowing in red ink and facing further 


benefit curtailments. In the words of Walter R. McKinstry, 
chairman of the state's welfare board: "When the state put 
up that money, it was like everybody had come into a big 
inheritance." The big problem, as always, hinges on over- 
utilization of facilities complicated by an annual 8 per 
cent hike in hospital charges. 


Welfare officials point out that Colorado hospitals have 
been serving as "sitters" for elderly parents who can't be 
left alone (one man wanted to hospitalize his father 
while he attended a convention). Anyone who studies the 
Colorado welfare plan will find it strikingly similar to 
President Kennedy's social security health plan, already 
subjected to upward cost revisions. 


> At least two members of Sen. Estes Kefauver's Antitrust 


and Monopoly Subcommittee disagree with their leader (who, 
in turn, points out that the pharmaceutical industry is 
a "near monopoly"). Sens. Everett Dirksen (R-I1ll.) and 


Roman Hruska (R-Neb.) termed the subcommittee's recent 
lengthy report a "500-—page monstrosity," added that the 
charges were prejudiced and unfair. 


Dr. Austin Smith, former editor of the Journal AMA and now 
president of the Pharmaceutical Manufacturers Association, 
said that Kefauver is using the report to bolster his 


campaign for compulsory licensing. Such licensing, Smith 
pointed out, would "inevitably choke off the incentive that 


now drives drug manufacturers ... to engage in competitive 
research." 


> While Kefauver is busy lambasting the pharmaceutical 
industry, the Bureau of Labor Statistics is pointing out 
that prescription prices went up less then the over-all 


cost of living from 1949 to 1959. In 1960, the average 
prescription item sold for $3.25 and only 15 out of every 


thousand cost $10 or more. 


At the same time, it's true that the average American 


spent three times as much for prescriptions in 1959 as he 
did_in 1949. The answer is simple: Prices went up, the value 


of the dollar went down—and the number of prescriptions 
filled per person went from two to almost four. —M.F.C. 
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A Special Senate Committee on Aging report re- 
veals that only 10,000 aged persons have been 
added to benefit rolls in the first six months of the 
medical care program enacted by Congress last 
September. However, 25 of the 50 states are ex- 
pected to take advantage of the federal funds or 
subsidies offered by the Medical Assistance for 
the Aged program this year. 


The cost of having a baby has risen 41 per cent in 
the last five years. The largest slice of the in- 
crease (from $193 to $272) goes to the hospital— 
an average of $42. 


For $10, the ardent fish- 
erman can own an auto- 
matic bait-caster. The 
battery-powered unit 
propels a fishing lure to 
any spot the fisherman 
aims for. 


The Internal Revenue Service will get tough with 
employers who are not promptly paying income 
taxes withheld from employees’ wages. In addi- 
tion to streamlining procedures to spot delin- 
quents, the IRS is making arrangements so that 
notice of tax lien or other forced-collection pro- 
cedure can be put into action a few days after a 
return is received without full payment. 


If you can’t answer your child’s questions about 
outer space, have the child write Dr. John Ly- 
man, head of the UCLA Biotechnology Labora- 
tory. He personally answers the questions and 
also sends along a reading list for the 10-to-14 
age group who want more information about 
rockets, missiles, jets and space travel. 


The U.S. Supreme Court declined to rule on Con- 
necticut laws that make it a crime to use birth 


control devices or for physicians to advise their 
use. 


GP august 1961 


Quantum Sufficit 


Another plug for American medicine: Mead John- 
son & Co. has launched a consumer ad series on 
the theme that medical care requires “the kind 
of individualized attention which cannot be re- 
duced to legislated regimentation.” 


You may be in for trouble if you give an “‘it’s safe 
to pass” wave to the car behind you on the road. 
The Minnesota Supreme Court has held that a 
person giving such a signal is responsible if an 
accident occurs as a result. 


Vacation tip: Hotel guests who pay for meals and 
lodging on an “American Plan” basis owe no 
cabaret tax for entertainment given while they 
are in the hotel dining room. However, according 
to the IRS, the tax does apply on payments of 
“European Plan” guests billed separately for 
each meal. 


Extended benefits to cover the cost of drugs re- 
quired for immunization and maintenance ther- 
apy in long-term treatment of the chronically ill 
will be added by the Health Insurance Plan of 
Greater New York if the state insurance de- 
partment approves a 23.4 per cent rate increase. 


Doctors and dentists in 
New York, Los Angeles 
and Dayton no longer 
have to hire clerks or 
nurses to do their bill- 
ing and bookkeeping. 
They record home and 
office visits on punched 
tapes which are then 
forwarded to data proc- 
essing centers. The cen- 
ter sends an itemized 
statement to the patient 
and a summary of 
monthly billings to the 
doctor. 
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TITRALAC® 


May be chewed, dissolved in mouth, or 
swallowed with water. Each white, mint- 
flavored tablet contains glycine 0.18 
Gm. and Ca carbonate 0.42 Gm. Bottles 
of 100 tablets. 


*Patent No. 2429596 
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TITRALAC® 


Relief from a teaspoonful—not ounces or 
tablespoonfuls. Each 5cc. teaspoonful of 
white, mint-flavored liquid contains gly- 
cine 0.30 Gm. and Ca carbonate 0.70 Gm. 
Bottles of 12 fluid ounces. 
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Quantum Sufficit 


For the handyman: One 
automaker is consider- 
ing selling an assemble- 
it-yourself Volkswagen- 
sized car for under 
$1,000. 


California Governor Brown has just signed into law 
a bill exempting prescription drugs from state 
sales tax. 


An oil company spokesman has recently predicted 
that cars will soon be lubrication-free and will 
come off the assembly line with permanently 
sealed radiators. 


News from Detroit: More new types of cars will 
come into showrooms this fall. Medium compact 
lines will include convertibles, and many stand- 
ard models will offer four-speed transmissions 
and floor shifts. 


HEW Secretary Ribicoff may not be around to 
harass medicine next year. Reason: Some Demo- 
crats want him to challenge GOP Senator Bush 
of Connecticut in the ’62 election. 


Swedish hospitals are replacing dust-and-germ 
collecting woolen covers with cheap (40 cents) 
disposable blankets made of 22 layers of crepe 
paper. 


Smith Kline & French is considering going into 
the proprietary medicine field, has named an 
advertising agency to explore the possibilities. 


The average general practitioner’s fee for a house 
call is now $6.66, according to a U.S. Bureau of 
Labor Statisties report. Average charge for an 
office visit is $4.04. 


Doctors are not practicing what they are preaching. 
Arecent survey showed that less than 50 per cent 
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of all physicians get a medical check-up every 
year. 


A new high for research expenditures was set by 
the prescription drug industry in 1960. Reports 
from 56 companies showed outlays of $215 mil- 
lion, up from $197 million in 1959. 


Lay writers have apparently discovered a new, 
rich lode: The medical profession and health care. 
Two of the latest books off the presses are You 
and Your Doctor: The Common Sense Guide to 
Medical Care and Doctors, Patients and Health 
Insurance. 


New York City’s first prepaid prescription drug 
plan (covering 7,000 members of seven brick- 
layer local unions and their families) went into 
effect last month. Under the program, members 
and their families will pay a basic fee of 50 
cents for each prescription filled. The rest of the 
cost will come from a $250,000 fund set aside 
by the Bricklayers Insurance and Welfare Fund 
for the first year. 


For patients on fat-free diets: A heat-resistant 
polymer spray said to prevent food from stick- 
ing to cookware will be in chain stores and 
supermarkets this month. Called No-Stick, it 
comes in an aerosol can, costs $1.29. No grease 
is needed for cooking, and the spray will work on 
cast iron, porcelain, aluminum, steel or glass. 


Kefauver will recall many witnesses he has 
already heard in the drug industry investigation 
and will introduce a stiff bill to restrict mo- 
nopolies of patent names and formulas. 


The net asset value per share of the mutual fund in 
the AAGP Group Retirement Plan was $5.61 at 
the close of the business day, July 17. 
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General Surgery: L. Kraeer Ferguson, M.D., Philadelphia, 
Pa.; John H. Mulholland, m.p., New York, N.Y.; Victor 
Richards, M.D., San Francisco, Calif.; Philip Thorek, M.D., 
Chicago, Ill.; Richard Varco, M.D., Minneapolis, Minn. 
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It takes so little to trigger an asthmatic attack... 


takes so little MO RE to control it... 


the simple addition of ATARAX to your classic anti- 
asthmatic therapy increases therapeutic success even in 


difficult atients Each MARAX tablet contains: ATARAX® (hydroxyzine HCl) 10 mg.—an 

p antihistaminic tranquilizer beneficial in bronchial asthma and aliergy." 
Ephedrine sulfate 25 mg.—to reduce congestion. Theophylline 130 mg. 
—for bronchospasmolysis. 


“Superiority of [MARAX] seems attributable to the inclusion in it of hydroxyzine in place of the conventional 
barbiturates.”2 In a series of patients generally refractory to the usual antiasthmatics, and who required 
steroids in order to obtain temporary relief, 70% showed good to excellent symptomatic relief with MARAX. 
Patients “...slept more comfortably and breathed more easily. The characteristic asthma wheeze was either 
markedly reduced or entirely relieved.” 


If your asthma patients do not respond to standard therapy, they may need the “little MORE” that 
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Usual adult dosage: One tablet 2 
to 4 times daily. Full prescription 
information on request. Supplied: 
Bottles of 100 light blue, scored 
tablets. Prescription only. 
References: 1. Santos, |. M. H., and 
Unger, L.: Ann. Allergy 18:172 (Feb.) 
1960. 2. Chariton, J. D.: Ann. Al- 
lergy, in press. 3. Shaftel, H. E.: 
Clin. Med. 7:1841 (Sept.) 1960. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the Worid’s Well-Being® 
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Editorial Advisory Board 


Hematology: William Dameshek, M.D., Boston, Mass.; 
William J. Harrington, M.D., St. Louis, Mo.; Samuel Mc- 
Ilvanie, M.D., Spokane, Wash.; Paul Reznikoff, m.D., New 
York, N.Y. 


Industrial Medicine: W. B. Hildebrand, M.D., Menasha, 
Wis.; Rutherford T. Johnstone, M.D., Los Angeles, Calif.; 
Earl F. Lutz, M.D., Detroit, Mich. 


Military Medicine and Civil Defense: W. Randolph Love- 
lace, II, M.D., Albuquerque, N.M. 


Neurology and Neurologic Surgery: Bernard J. Alpers, M.D., 
Philadelphia, Pa.; George Hyslop, M.D., New York, N.Y.; 
James L. O’Leary, M.D., St. Louis, Mo. 


Nutrition: W. H. Sebrell, Jr., M.D., Manhasset, N.Y. 


Obstetrics and Gynecology: Allan C. Barnes, M.D., Balti- 
more, Md.; Conrad G. Collins, M.D., New Orleans, La.; 
E. C. Hamblen, m.D., Durham, N.C.; Ernest W. Page, 
M.D., San Francisco, Calif. 


Ophthalmology: Arthur H. Keeney, M.D., Louisville, Ky.; 
Derrick T. Vail, M.D., Chicago, II. 


Oral and Plastic Surgery: Truman Blocker, Jr., M.D., Gal- 
veston, Tex.; Paul W. Greeley, M.D., Chicago, Ill. 


Orthopedic and Traumatic Surgery: Edward L. Compere, 
M.D., Chicago, IIll.; Rettig A. Griswold, M.D., Louisville, 
Ky. 


Otolaryngology: Dean M. Lierle, M.D., Iowa City, Ia. 


Pathology and Laboratory Medicine: Milton Helpern, M.D., 
New York, N.Y.; William Ober, M.D., New York, N.Y.; 
Douglas Sprunt, M.D., Memphis, Tenn. 


Pediatrics: Robert A. Aldrich, M.D., Seattle, Wash.; Harry 
Bakwin, M.D., New York, N.Y.; James L. Dennis, M.D., 
Oakland, Calif.; James Hughes, M.D., Memphis, Tenn.; 
Harry Shirkey, M.D., Birmingham, Ala. 


Pharmacology and Drug Evaluation: Arthur Grollman, M.D., 
Dallas, Tex.; John C. Krantz, Jr., PH.D., Baltimore, Md. 


Physical Medicine and Rehabilitation: Howard A. Rusk, 
M.D., New York, N.Y. 


Preventive Medicine, Public Health and Statistics: Odin 
Anderson, PH.D., New York, N.Y.; Leroy E. Burney, 
M.D., Philadelphia, Pa. 


Psychiatry: O. Spurgeon English, M.D., Philadelphia, Pa.; 
Ian Stevenson, M.D., Charlottesville, Va.; Stewart Wolf, 
M.D., Oklahoma City, Okla. 
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Radiology and Isotope Medicine: Earl E. Barth, m.p., 
Chicago, IIl.; Sol Berson, M.D., New York, N.Y.; E. P. 
Pendergrass, M.D., Philadelphia, Pa. 


Rheumatic Disorders and Arthritis: Philip S. Hench, m.p., 
Rochester, Minn.; W. Paul Holbrook, m.D., Tucson, Ariz.; 
John W. Sigler, M.D., Detroit, Mich. 


Tropical Medicine: William A. Sodeman, M.D., Philadelphia, 
Pa. 


Urology: John W. Draper, M.D., New York, N.Y.; Laurence 
F. Greene, M.D., Rochester, Minn.; Robert Lich, M.D., 
Louisville, Ky. 


WHEN YOU CHANGE your address, be 
sure to notify GP Circulation, preferably 
one month in advance. That way, you’ll 
get every issue on time. Simply print your 
name, old address and new address on a 3c 

ostal card and send it to: GP Circulation, 
Volker Boulevard at Brookside, Kansas City 
12, Missouri. 
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COUMADIN demonstrates: 
office management 
outpatients 
practical and effective 


A 5-year study! of long-term anticoagulation with COUMADIN (warfarin sodium) in 
office practice patients has demonstrated that such treatment reduces the prob- 
ability of further infarctions in the postinfarct patient and is effective in preventing 
a first infarction in patients with angina. 


An earlier report? noted that long-term anticoagulant therapy with warfarin sodium 
can be carried out, along with the necessary prothrombin time determinations, as 
part of general office practice. 


“The most significant advantage is the great ease in maintaining patients in a 

i therapeutic range. It has been rewarding to find, month after month, patients 

_ oo varying no more than three or four seconds in their prothrombin times on their 
eo established dosage of Warfarin sodium [COUMADIN ].”! 


ing this drug as closely approaching the ideal anti- 
coagulant*4 and as “‘the best anticoagulant available 

FOR ORAL, INTRAVENOUS OR INTRAMUSCULAR USE _ today.’> Over 179,000,000 doses administered to date. 


the proven anticoagulant for long-term maintenance 


Full range of oral and parenteral dosage forms—Coumapin* Average Dose: Initial, 40-60 mg. For elderly and/or debili- 
(warfarin sodium) is available as: Scored tablets — 2 mg., tated patients, 20-30 mg. Maintenance, 5-10 mg. daily, or 


lavender; 5 mg., peach; 744 mg,, yellow; 10 mg., white; as indicated by prothrombin time determinations. 
25 mg., red. Single Injection Units —one vial, 50 mg., and 1360.3. S., MA. 167-708, Jone 7, 
one 2 cc. ampull Water Yor injection: One vial, 75 mg., and Vs. Bk. Mar, 1000; p, 18. Mayer, ©. 0 


one 3 cc. ampul Water for Injection. *Manufactured under license from the Wisconsin Alumni Research Foundation 


Complete Information and Reprints on Request ENDO LABORATORIES Richmond Hill 18, New York 
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Letters from Our Readers 


Yours Truly 


Unsigned letters io the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Memo to Hubert 


Dear Sirs: 

Appropos ‘“‘Hubert and the ‘Means’ Test” editorial 
in the May GP, may I offer another example of a 
“means” test which I am certain Senator Humphrey 
approved of, and which is not decried as degrading 
by those advocating the social security approach to 
medical care for the aged. 

On April 26, 1961, McDowell County in southern- 
most West Virginia, which is a depressed area, took 
the first step in President Kennedy’s emergency 
food-stamp program. Residents had to sign their 
names and tell what they were earning—if anything. 
The government agencies then decided how much 
free food each family was to receive. This is part of 
anexperimental program President Kennedy launched 
to try to give needy persons living in designated 
depressed areas a more balanced diet. 

Those participating in the food-stamp program 
will be required to buy stamps in the amount they 
normally spend on food. Then they get additional 
stamps free. Someone in the plan who makes a fair 
living will get only a few free stamps. Someone 
earning a pittance gets more stamps. Someone with- 
out any income gets enough stamps free to permit 
him to feed his family a nutritional diet. The federal 
government then buys back the stamps from the 
grocer. 

So again, here are Americans facing a “means” 
test so that government agencies can deal fairly 
While trying to resolve a problem in a hard-pressed 
community. 

Louis BusH, M.D. 
Baldwin, N.Y. 


Sacred Cows 


Dear Mr. Cahal: 
Ihave read your article in the May issue of New 
Medical Materia with great interest, and I subscribe 
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fully to your recommendation that we should do our 
utmost to produce more doctors who will specialize 
in people and not in individual branches or organs 
alone. 

Naturally, as you so aptly described, the tendency 
towards over-specialization is nothing more than the 
product of the same desire that forces labor unions 
to ask for higher pay and shorter work hours. From 
my personal observation, the majority of the young 
men coming out of schools want to work less and 
earn more. 

Not to miss the point, I started to practice medi- 
cine about 26 years ago, and I am the product of a 
system of medical education which did not believe 
in cutting down classes, but which firmly emphasized 
that every man or woman graduate should be en- 
titled to have a try at going into a profession, be it 
medical, legal, dental, engineering, etc. 

Until we destroy some of the sacred cows that 
prevail in our thinking, we will not accomplish what 
you in your article set out to do. To begin with, I 
do not believe that it is impossible with all the 
facilities at our command that we cannot train more 
than 52 students in one class in every one of our 
medical schools. I do not believe that we cannot 
train more just as adequately and with just as 
thorough a background. This is being done in most 
of the highly rated European schools, which used to 
be the admiration of every doctor. The highest 
desire was to do graduate or postgraduate work in 
Europe. 

I do believe that our present system of selecting 
students for medical school is based on another 
sacred cow, namely that an “A” student will make 
an “A” doctor. Facts do not bear this out. The “A” 
student, of course, makes the most desirable man 
for a professor to perpetuate his work and bring 
greater glory to the name of the university. With 
the present situation, this means bringing greater 
financial reward to the school coffers through grants 
from government and agencies like the Ford Founda- 
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Hypertension of 7 years’ duration 
yields to Ser-Ap-Es’ 


Photo used with patient's permission. 


Combination brings bloo< pres; 
down after other agents {ail—p,, 
ing the past 7 years, Mis. E., A’ 
hypertension gradually ac' vanced 
severity. In 1956 and 195” multip) 
retinal hemorrhages occurred in 

right eye, and vision in this eye de 
teriorated. Retinopathy advance 
to Grade Ill; EKG showed left ve 
tricular hypertrophy; renal studie 
showed increasing involvement. 

A wide variety of antihyperte 
sive agents {including ganglioni 
blockers) failed to stabilize blog 
pressure at satisfactory levels , 
caused troublesome side effects, 

When therapy with Ser-Ap-f 
was started, Mrs. A.’s blood pre 
sure (sitting and standing) wa 
230/120 mm. Hg. With Ser-Ap- 
blood pressure(sitting and standing 
has now been reduced to 190/9 
and Mrs. E. A. enjoys a measure ( 
control that had not been achieve 
with previous agents. 

Because it provides 4 actions 

central, cardiac, renal, and vasc 
lar—in one convenient tabl 
Ser-Ap-Es can help you bring mo 
of your hypertensive patients 
control. 
SUPPLIED: Tablets (salmon pin 
each containing 0.1 mg. Serpe 
25 mg. Apresoline hydrochloric 
and 15 mg. Esidrix. 

For complete information abe 
Ser-Ap-Es (including dosage, ca 
tions, and side effects), see Ph 
cians’ Desk Reference or wri 
CIBA, Summit, N. J. 43 


SERPASIL® (reserpine CIBA) 

APRESOLINE® hydrochloride 
(hydralazine hydrochloride CIBA) 

ESIDRIX® (hydrochlorothiazide CIBA) 
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tion. On the other hand, by the very reason of this 
intellectual accomplishment, a great many of them 
fail miserably in person-to-person contact and 
patient approach. He turns out to be a wonderful 
technician, but represents a cold, unapproachable 
type the public so dislikes. 

As you so correctly stated in your article, for 
more than 80 per cent of conditions, we do not need 
high-powered, high-priced super specialists, but men 
with warmth and understanding. Until we change 
our present system of recruitment and training of 
doctors, we will maintain what we are being accused 
of, namely a monopoly in the healing arts. 

Kurt T. SHERY, M.D. 
Torrance, Calif. 


Attention, Deans! 


Dear Dr. DeGraff: 

I want to congratulate you on the excellent 
editorial, “The Medical Teacher,” in the April GP. 
This is perfectly splendid, and I agree with every 
word you said. I only wish that it would have some 
effect upon the deans of medical schools. 

ALTON OCHSNER, M.D. 
New Orleans, La. 


Pro-Label 


Dear Sirs: 

I believe that ‘“‘our” prescriptions should always 
be labeled. I realize that there are occasions when 
it would not be feasible to label, but in most in- 
Stances, this can be done. 

It is our responsibility to have the pharmacist 
label the prescription completely, such as—‘‘Pheno- 
Barbital gr. 14-50 tablets.” 

The specific advantages are: 

1. If the patient phones late at night, we know 
What he has on hand. 

2. In medical emergencies, when you are treating 
# strange patient or one’s own patient whom you 
Baven’t seen for a long time, it is good to know what 
Medicine he has. Also, if we sign out, our colleague 
Will know what the patient is taking. 

8. It is more economical if the patient has a little 
Cough medicine or a few antihistamines left for 
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“‘Now what happened to that specimen?” 


future use. This will eliminate some of the com- 
plaints we are getting on the cost of medical care. 

4. The allergy problem is certainly with us and 
will continue to be a problem. Since there are so 
many preparations which may contain an ingredient 
to which a patient is allergic, why shouldn’t he 
know what he is taking? And why shouldn’t another 
physician know this quickly when he sees the patient 
and be able to evaluate the situation? If the prescrip- 
tion is labeled, we are forewarned. 

5. It is more convenient. The patient may phone 
us at 11:30 P.M. with a little cough. If he can tell 
us that he has some hycodan on hand, or some elixir 
of terpin hydrate, it is a lot easier than just describ- 
ing it as “red” medicine. This can prevent lawsuits, 
too. Furthermore, it might save a special trip to 
the drug store after it has closed. 

MARTIN KARR, M.D. 
San Mateo, Calif. 


Hypnotic 


Dear Sirss 

On page 111 of the June GP, the Soviet method of 
“‘psycho-prophylaxis of pain’”’ at childbirth is men- 
tioned. It is my impression that this is purely hyp- 
nosis. I am convinced that the Grantley Dick Read 
method of painless childbirth is nothing more than 
hypnosis. I am able to get the same results with 
much less time and effort using simple hypnosis. 

W. S. PENNINGTON, M.D. 

Athens, Ala. 
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AVacation from Hay Fever 


is a Real Vacation 
ANYWHERE —- ANYTIME 


Just a “poof” of fine NIZ spray 


brings relief 1n sEcoNDs, FOR HOURS 


NIZ isa potentiated, balanced 
combination of these well known 
synergistic compounds: 
Neo-Synephrine® HCl, 0.5% 

— dependable vasoconstrictor 


NASAL SPRAY 


and decongestant. 
Thenfadil® HCl, 0.1% Supplied in leakproof,~>~». 
potent topical pocket size XS 
antihistaminic. squeeze bottles of 20 cc. WSN 
Zephiran® Cl, 1:5000 
antibacterial wetting 
nt and preservative. 
New York 18, N.Y. 
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“You'll find this a wonderful little town, 
Doctor—filthy, disease-ridden. . . .” 


Stimulus 
Dear Sirs: 

I am very much interested in receiving GP, as 
are several other students here at Washington Uni- 
versity School of Medicine. Do we qualify for your 
$5 per year rate? If so, please send me a subscription. 

If the special rate is available to all students here, 
I would be happy to make this fact known to them. 
Ienjoy GP immensely and believe it is a real stimulus 
to help students seriously consider general practice. 

GERALD C. BAUMAN 
St. Louis, Mo. 


Reader Bauman has been advised that students, in- 
terns and residents are all eligible for the $5 subscription 
tate. GP welcomes him as a subscriber.— PUBLISHER 


Equipoise 
Dear Sirs: 

I would like to compliment GP on its extremely 
well written articles. I have been quite impressed 
with the balance the articles display between good 
basic pathophysiology and useful clinical approach 
to the subjects covered. With the enormous amount 
of medical literature being published at the present 
time, it is quite refreshing to read a magazine that 
has spent time in bringing first-rate and reliable 
material to the medical reader. 

I am a resident at the University of Utah and 
Would like to subscribe. 

JAMES D. KUNZMAN, M.D. 
Yosemite National Park, Calif. 
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Control Constipation 
Without Interference 


A MILD REFLEX 
ACTING 
LAXATIVE... 


does not interfere with 
other conditions under 
treatment. 

The active ingredient of 
Prulet,® Bis (acetoxypheny!) 
-oxindole, is analogous to a 
substance found in prunes. Completely recover- 
able from the feces, it has no deleterious effect 
on the vital organs. It is virtually free from 
side effects, such as coloring of the urine, 
hyperemia and flatulence. During lactation no 
portion of the active ingredient of Prulet® 
appears in the milk and it has no effect on 
the nursing infant. 


is non-habit forming. Reduction of dosage 
and withdrawal of medication occurs as 
regularity is achieved. 


EASY TO TAKE: Prulet® tablets are small, 
odorless, and tasteless. 


SUPPLIED: Bottles of 60. 


EACH TABLET CONTAINS: 
Bis (acetoxyphenyl) -oxindole . . . 5 mg 


DOSAGE: One or two tablets before 
retiring until regularity is achieved or as 
directed by a physician. 


PRECAUTIONS: Presence of nausea, 
vomiting, abdominal pains, or other 
symptoms of appendicitis. 

COMPLETE LITERATURE AND SAMPLES UPON REQUEST 


Pharmacal Co. 
SAN ANTONIO 6, TEXAS 
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BECAUSE POOR DIABETIC CONTROL 
INCREASES THE THREAT OF VASCULAR 
COMPLICATIONS IN DIABETES”: .CONSIDER 
DIABINESE FIRST FOR ADEQUATE AND 
CONTINUOUS ORAL CONTROL 


Oral therapy with DIABINESE can help assure 
more adequate blood-sugar control in many 
maturity-onset diabetics, including certain pa- 
tients now poorly controlled by diet alone, 
some patients on insulin, and many who escape 
control on previous oral therapy. 


Diabinese and diet 


In patients with maturity-onset diabetes whose 
blood sugar remains elevated despite weight 
and/or caloric control, DIABINESE is frequently 
effective in doses of 100 to 250 mg. a day. Fur- 
ther, unlike insulin, DIABINESE has not been 
reported to increase appetite, and residual 
capacity for endogenous beta cell activity is 
stimulated. Thus, DIABINESE combined with 
dietary regulation will often ensure more satis- 
factory control than ‘‘diet alone.’’ 


Diabinese and the 
insulin patient 


DIABINESE has proved to be an effective replace- 
ment for insulin among maturity-onset pa- 
tients needing 40 units or less per day. This 
application of DIABINESE is especially valuable 
in patients who should not be exposed to the 
hazards and inconvenience of self-administered 
injection—those with poor eyesight, the infirm 
and elderly, and the emotionally disturbed. 
Transfer from insulin to DIABINESE in proper 
dosage lessens the risk of hypoglycemia, and may 
enable certain patients to resume occupations 
where insulin shock is considered dangerous. 


In selected patients in whom insulin require- 
ments have become quite high, combined ther- 
apy with DIABINESE sometimes permits reduc- 
tion of insulin dosage and helps to improve 
control.’ Patients with insulin resistance may 
sometimes be similarly helped by replacement 
of part of the daily insulin dosage.* 


Diabinese from the start 


Continuous control in suitable candidates for 
sulfonylurea therapy is more likely to be 
achieved with DIABINESE. According to the 
A.M.A. Council on Drugs,’ observations indi- 
cate that ‘‘on an equivalent dose and blood 
level basis, chlorpropamide has a somewhat 
greater therapeutic effect than has tolbuta- 
mide.’’ This therapeutic superiority is reflected 
in the results of clinical observations like those 
of Fineberg,® who compared the effect of 
DIABINESE in 50 patients with the effect of tol- 
butamide in 35 patients. He concluded that 
‘‘chlorpropamide produced satisfactory con- 
trol of the diabetes in almost twice as great a 
percentage (76 versus 43 per cent) of patients 
than did tolbutamide, and excellent control in 
more than twice as great a percentage (74 
versus 31 per cent).”’ 


1. Johnsson, S.: Diabetes 9:1, 1960. 2. El Mahallawy, 
M. N., and Sabour, M. S.: J.A.M.A. 173:1783, 1960. 
3. Editorial: Brit. M. J.1:188, 1961. 4. Duncan, L. J. P., 
and Baird, J. D.: Pharmacol. Rev. 12:91, 1960. 5. A.M.A. 
Council on Drugs: New and Nonofficial Drugs, 1961, 
Philadelphia, Lippincott, 1961, p. 657. 6, Fineberg, 
8. K.: J. Am. Geriat. Soc. 8:441, 1960. 
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Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practitioners will 
have an interest, appear here monthly. 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed 
when available. 


AUGUST 

*15: Tennessee chapter, course in radiologic examination 
of the chest, Memphis. (1 hr.) 

17-19: Utah chapter, annual scientific meeting, Zion Na- 
tional Park. 

*21: Cook County Graduate School of Medicine, one-week 
course in surgical technique, Cook County Graduate 
School of Medicine, Chicago, IIl. 

21-25: University of Colorado School of Medicine, clin- 
ical and research advances in pediatrics and child guid- 
ance problems, Stanley Hotel, Estes Park, Colo. 


SEPTEMBER 

6-9: Wyoming chapter, annual meeting, Jackson Lake 
Lodge, Moran. 

*10: Red River Valley (Oklahoma) chapter, eighth annual 

meeting, Lake Murray Lodge, Ardmore. (6 hrs.) 

*11: Cook County Graduate School of Medicine, one-week 
course in pediatric surgery, Cook County Graduate 
School of Medicine, Chicago, II. 

11-14: International College of Medical Practice, third 
congress of general practitioners, Salzburg, Austria. 
*13-14: Ohio chapter, annual meeting, Netherland Hilton 

Hotel, Cincinnati. (12 hrs.) 

*13-14: Nebraska chapter, annual meeting, Blackstone 
Hotel, Omaha. (9 hrs.) 

*14: Black Belt (Alabama) regional chapter, road show on 
pulmonary disease in adults and children, Selma. (4 hrs.) 

*14: Cook County Graduate School of Medicine, course in 
pain relief in childbirth, Cook County Graduate School 
of Medicine, Chicago, IIl. 

*15: American Academy of General Practice and Univer- 
sity of Kansas, annual symposium on infectious dis- 
eases, Battenfeld Auditorium, Kansas City, Kan. (6 hrs.) 

15-16: Texas Heart Association, 26th annual scientific 
sessions, Shamrock Hilton Hotel, Houston, Tex. (9 hrs.) 
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at On the Calendar 


*16: Pennsylvania chapter and the Pennsylvania Heart 
Association, scientific session, Hotel Sterling, Wilkes- 
Barre. (3 hrs.) 

16-17: American Academy of General Practice, State Of- 
ficers’ Conference, Hotel Muehlebach, Kansas City, 
Mo. 

*16-17: Virginia chapter and Medical Association of the 
Valley of Virginia, postgraduate course, The Homestead, 
Hot Springs. (5 hrs.) 

*17-19: Alabama chapter, Medical Progress Assembly, 
Tutwiler Hotel, Birmingham. (12 hrs.) 

17-19: Wisconsin chapter, annual meeting, Milwaukee 
Auditorium, Milwaukee. 

*18: Cook County Graduate School of Medicine, two-week 
course in surgical technique, Cook County Graduate 
School of Medicine, Chicago, IIl. 

*18: Cook County Graduate School of Medicine, one-week 

course in general surgery, Cook County Graduate School 
of Medicine, Chicago, Ill. 

*18: Cook County Graduate School of Medicine, two-week 
course in gynecology, Cook County Graduate School of 
Medicine, Chicago, 

21-23: Idaho chapter, annual scientific meeting, Hotel 
Boise, Boise. 

23-24: Massachusetts chapter, annual meeting, Hotel 
Statler Hilton, Boston. 

*25: Cook County Graduate School of Medicine, one-week 
course in diseases of the chest, Cook County Graduate 
School of Medicine, Chicago, Ill. 

*25-26: Chattanooga Area (Tennessee) chapter, Tennessee 
Valley Medical Assembly, Read House, Chattanooga, 
Tenn. (11 hrs.) 

25-26: Iowa chapter, annual meeting, Savery Hotel, Des 
Moines. 


Continued on page 189 


Annual AAGP Meetings 


Annual Scientific Assembly 
Apr. 9-12, 1962: Convention Center, Las Vegas, Nev. 
Apr. 2-5, 1963: McCormick Place, Chicago, Ill. 
Annual Symposium on Infectious Diseases 
Sep. 15, 1961: Battenfeld Auditorium, Kansas City, Kan. 
Sep. 14, 1962: Battenfeld Auditorium, Kansas City, Kan. 
Annual State Officers’ Conference 
Sep. 16-17, 1961: Hotel Muehlebach, Kansas City, Mo. 
Sep. 15-16, 1962: Hotel Muehlebach, Kansas City, Mo. 
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Rep. Walter H. Judd 
One of the Highest Honors 


THE AMA Distinguished Service Award, presented annually 
at the midyear meeting, is one of the highest honors 

a physician can receive. This year, in recognition 

of his achievements as a medical missionary, humanitarian 
and statesman devoted to world peace, the award went 

to Academy Member Walter Judd of Minnesota. A medical 
missionary in China 10 years and a member of Congress 

since 1942, Representative Judd is a leading advocate 

of medicine as a major means of furthering world peace. 
Author of World Health Organization and the International 
Children’s Fund legislation in Congress, he also played 

an important role in the development of legislation 

for technical aid to underdeveloped areas under both U.S. 

and U.N. programs. Recipient of a Freedom Foundation 
Award last year, Representative Judd also received the Uni- 
versity of Nebraska George Washington Honor Medal in 1945. 


George M. Fister, M.D. 
AMA President-elect 


AN OGDEN, UTAH, urologist was named president-elect 

of the AMA at the June meeting in New York. Dr. George 
Fister, a member of that organization’s Board of Trustees 
since 1957, was the victor in the race against 

Board Chairman Julian Price. Formerly a member of the AMA 
House of Delegates, Dr. Fister is a past president 

of several medical organizations, including the Utah State 
Medical Association, Ogden Surgical Society and the Western 
Section of the American Urological Association. 

Currently he serves as a director and member of the Utah 
Division of the American Cancer Society and the National 
Association of Blue Shield Plans and is also on the medical 
advisory staff of the Hope. For several years the new 
president-elect has been clinical lecturer in surgery 

at the University of Utah College of Medicine, 

where he also serves on the Board of Regents. 
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Half-True Truths 


A PAMPHLET PREPARED and distributed by the 
Indiana Society of Internal Medicine tells us that 
“the most distinctive feature” of an internist’s 
work is that he takes a complete history, does a 
comprehensive physical and treats the patient as 
a whole. 

This is a “distinctive feature’’? If so, it’s a dis- 
tinctive feature the internists share with more 
than 78,000 general practitioners! 

Accordingly, we’ve come up with a list of 
equally “distinctive features’’: 

The most distinctive feature of a surgeon is 
that he operates. 

The most distinctive feature of an obstetrician 
is that he delivers babies. | 

The most distinctive feature of a pediatrician 
is that he treats children. 

We could go on and on. But wittingly or other- 
wise, the Indiana internists (probably with the 
blessings of the American Society of Internal 
Medicine) delivered a distorted message. Truth 
has much merit but we hate to see a half-truth 
used to confuse the public. The inference is clear 
and the ISIM might just as well have said that 
the internist, and only the internist, is qualified 
to do a physical. But no rational adult would buy 
this brand of drivel—so a half-truth served the 
purpose. 

We suggest that the ISIM open its eyes, rely 
on whole-truths and find a better copywriter. 


We’ve Got Competition! 


IN THIS DAY and age, almost everyone is eligible 
to join a society or association (there’s even an 
association of cloth-covered button manufac- 
turers). And, since 1947,the Academy has con- 
sidered itself the only national association for 
family physicians. It appears we now have com- 
petition—but we aren’t honestly worried. 

This new group (as far as we know) is called 
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General Practice Associates. Its headquarters 
is in Los Angeles. Furthermore, it offers one or 
two “advantages” that do not accrue to AAGP 
members. 

In the first place, it’s easier to join. The GPA 
group has inverted one policy the Academy 
chooses to continue. Instead of members being 
eligible to receive the magazine, subscribers to 
the magazine may pay $8 a year (instead of $6) 
and automatically be members! This is a novel 
approach and we wonder how many members 
the Academy would have today if the only qual- 
ifications were a paid subscription and a $2 lug. 

The other GPA membership “advantages” 
(the quotes are necessary) include: (1) a year’s 
free membership in the Diners’: Club; (2) “‘spe- 
cial” discounts on furniture; (3) confidential 
answers to clinical problems, and (4) the service 
of a travel bureau. Inasmuch as every man, 
woman or child can find a travel bureau glad to 
have his business, this latter “‘advantage”’ is 
especially amusing. 

Everyone to his own association! 


Who Gets What from Whom? 


In 1955, three Idaho children received the Salk 
polio Vaccine. All three received vaccine manu- 
factured by Cutter Laboratories, Berkeley, Calif. 
All three contracted polio, allegedly caused by the 
Cutter vaccine. One of the children died. All 
three families sued. All three families collected. 

Two other Idaho children also contracted polio 
in 1955. Neither had received any polio vaccine. 
Both families sued; both families collected, alleg- 
ing that the children had contracted polio from 
people who had received the Cutter vaccine. 
About 50 additional suits are pending. 

It’s been six years since these children were in- 
oculated and to date, only 11 of the suits have 
been settled (the first six involved jury awards, 
the latest five were settled out of court). Much 
water has gone over the dam—but we’d like one 
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more question answered: How can anyone reason- 
ably conclude that a child contracted polio as a 
result of and only as a result of having been ex- 
posed to a person who’s been inoculated? It seems 
just barely possible that both of these children 
were exposed to another perhaps unknown source 
of infection. We note that both of these cases were 
settled out of court and we wonder how they 
would have been decided by a jury. 

Every day, most of us are in contact with at 
least five other people. In any given month, es- 
pecially in the spring and summer, the odds are 
that we probably spend time with one or more 
people who have recently had a Salk polio shot. 
Should those of us who are then unfortunate 
enough to contract the disease feel compelled to 
(1) track down the inoculee, (2) determine what 
firm made the vaccine and (8) sue? 

Our heart goes out to all polio victims. We just 
wonder where, when and how the people and the 
courts are going to draw the line. 


More on Social Security 


THE OASI TRUST FUND has been shrinking 
steadily for the past three years. This can only 
mean one thing: The fund is paying out more 
dollars (in the form of social security benefits) 
than it’s collecting (from the millions of people 
required to pay a social security tax). Yet it is 
from this fund that President Kennedy plans to 
pay for the health care of the aged. If the fund 
isn’t breaking even now, a further drain on the 
till can only be accomplished by hiking an al- 
ready increasing social security tax. 

In 1957, the fund lost $126 million; in 1958, 
$528 million, and in 1959, $1.7 billion. During 
this three-year period, the fund’s total assets 
dropped from $22.5 billion to $20.1 billion. If the 
President succeeds in adding a medical care 
program for an estimated 14 million people, the 
tax must go even higher than already scheduled. 

For those self-employed physicians who do not 


realize how much social security participation 
would cost, we submit the following amounts 
(based on legislation already on the books). 

These figures assume 
(and it’s a pretty shabby 


1963 . . . $504 the tax 
1966 . . . $576 _ will still apply to only the 
1969 . . . $648 first $4,800 of earned in- 


come. Inall likelihood, both 
the tax rate and the tax 
base will be increased substantially if and when 
a health-care-for-the-aged program is launched. 

Having watched the social security spiral soar 
since the program’s inception (under FDR in 
19385), it seems entirely possible, yea, even likely, 
that the day will come when a self-employed 
person’s social security tax will be at least $1,000 
a year. Some people will put more dollars into 
the social security coffers than they will pay 
to the Department of Internal Revenue. Quite 
an expansion for a program that was originally 
intended to provide a “floor of protection’ on 
which the individual could build his own pro- 
gram. The current outlook makes it obvious that 
only a few people will have enough money left 
to build on anything. 


Uncle Wilfred 


FOUR YEARS AGO, Uncle Wiifred dropped by and 
said, ““You know, I don’t think any over-the- 
counter analgesic agent acts much faster than 
any other over-the-counter analgesic agent.” 
Having seen and read the same ads Uncle Wil- 
fred mentioned, we agreed. In fact, we said as 
much in an editorial. 

Now we note, with pleasure, that the Federal 
Trade Commission seems to concur. This is good. 
It means that only four years after Uncle Wil- 
fred’s visit, there are three of us who now think 
that over-the-counter “‘pain killers’ act with al- 
most equal speed and dispatch—us, Uncle Wil- 
fred and the FTC. 
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From the 
Medical Editor’s Desk 


A Serious Threat to Medical Research 


THOSE WHO TRY to throttle medical research are 
very busy again. Last year it was the Cooper bill. 
Now there are two proposals before Congress to 
regulate animal experimentation. One is the Grif- 
fiths bill (HR 1937). This is almost identical 
with the Cooper bill introduced last year. An 
even more drastic bill (HR 3556) has been intro- 
duced by Rep. Morgan Moulder of Missouri. 
This bill would set up a new federal agency for 
laboratory animal control, in which it is speci- 
fied that the head of this agency must have no 
experience with the matters he is to administer. 
It specifically states under Sec. 3 “‘to be eligible 
for appointment as Commissioner, a candidate 
must have been admitted to practice law in the 
Supreme Court of the United States. No person 
who is or has ever been connected with any 
laboratory shall be eligible for appointment as 
Commissioner.”’ Could anyone be less qualified 
for the job? 

Both the Griffiths and Moulder bills require 
licensing of every scientist and certification of all 
laboratories in which federally supported animal 
experimentation is conducted. Since federal 
grants now account for the major support of 
medical research, this would mean most scientists 
and laboratories would be involved. The bills 
also require prior approval of ‘all research plans, 
prior approval of all changes in scientific proce- 
dures to be employed and numerous scientifical- 
ly superfluous records and reports. What a field 
day that would be for bureaucrats! All medical 
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and biologic research would be policed by a 
staff of inspectors. Not only would such research 
be hampered, but the country would be burdened 
with the cost of this huge new bureaucracy at a 
time when the tax burden on every individual is 
becoming almost intolerable. The Moulder bill 
would effectively throttle all research in the field 
of chronic illness, such as arteriosclerosis and 
cancer, where animals must be kept with the dis- 
ease for relatively long periods of time in order 
to study the effects of drugs and other measures. 
This is definitely indicated in Sec. 12 (d) which 
states: ‘“Regardless of the nature or purpose of 
any experiment or procedure, animals that would 
suffer prolonged pain or stress as a result of an 
experiment or procedure shall be painlessly killed 
immediately after the procedure causing pain or 
stress is completed, whether or not the objective of 
the experiment or procedure has been attained.” 
Thus, this bill even defines the limits of research. 

It is clearly evident that these bills are but a 
thinly disguised effort by antivivisectionists to 
sabotage medical research. If these bills were to 
be passed and made into law, animal scientific 
studies, which must always precede studies on 
man, would be seriously hampered. 

All of the 50 states in the Union have statutes 
prohibiting cruelty to animals. In every instance 
these laws govern the work of medical scientists 
as well as other citizens. Thus, if anyone feels that 
a scientist in his investigations is using cruel 
methods on animals, it is a simple matter to file a 
complaint under existing laws. There is certainly 
no need to build up a gestapo to harass scientists, 
whose only desire is to help humanity through 
medical research. The situation is a critical one. 
Every practitioner should not only write to his 
congressman and senator himself, but he should 
have his patients do likewise. After all, in the 
final analysis it will be the patient who will even- 
tually suffer most if these bills are passed. 

Don’t put this matter off. Do it now. 

ARTHUR C. DEGRAFF, M.D. 
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The Clinical Objectives of Infant Feeding 


HANS G. KEITEL, m.p. 
Department of Pediatrics 

Jefferson Medical College of Philadelphia 
Philadelphia, Pennsylvania 

NORMA B. KEITEL, M.D. 


Wren Evaluation Center 
Lansdowne, Pennsylvania 


The chief clinical objectives of infant feeding 
are to prevent difficulties. The prevention 

of deficiency of volume, neonatal tetany, 
needless waste—as using expensive milks, 
adding unneeded vitamins, sterilizing milks— 
staphylococcal and other types of infection, 
emotional difficulties and allergy can be 
facilitated by the type of feeding employed. 
The method of feeding (breast or bottle) 

and the type of milk used which will offer 
maximal protection varies according to the age 
of the infant and individual circumstances. 

No one type of milk or feeding method 

can provide maximal prevention for all infants. 


FREQUENTLY, physicians are urged to endorse 
one formula or feeding method as the most bene- 
ficial for normal full-term infants, and it has been 
suggested that the “renal solute load,’’ linoleic 
acid content, calcium to phosphorus ratio, skin 
integrity, curd tension, flexibility, vitamin E con- 
tent and the iron content of milk are particularly 
important factors. 

We shall consider five of the most common 
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types of milk feedings: human breast milk; whole 
(fresh) cow’s milk; reconstituted evaporated milk 
(one-half evaporated milk and one-half water) ; 
modified evaporated milk (one-third evaporated 
milk, two-thirds water, 5 per cent sugar), and 
prepared milks which ‘‘simulate”’ human milk, or 
simulated milks. Almost everybody agrees that 
these milks, when supplemented with appropriate 
vitamins and iron, support normal growth and 
development; that is, that they are nutritionally 
adequate. However, there may be important rea- 
sons why one milk is superior to the others, de- 
pending on individual circumstances. It is unwise 
to assume that any one milk is best for all infants. 
In selecting the type of milk for feeding infants, 
the physician should consider the: (1) nutritional 
needs, (2) emotional factors, (3) convenience of 
preparation, (4) adequacy of supply, (5) bac- 
teriologic safety, (6) “‘protective”’ chemical quali- 
ties, (7) cost, (8) digestibility and (9) nonaller- 
genic properties. 


Emotional Needs of the Mother and Infant 


The reasons cited for breast feeding have been 
widely taught and are generally accepted by most 
physicians but the number of mothers who breast 
feed is decreasing. Grandmothers, other relatives 
and the physicians in attendance often exert 
pressure on mothers to breast feed. Physicians 
have an important responsibility in reeommend- 
ing whether breast feeding should or should not 
be attempted, and they should ascertain whether 
breast feeding is indicated, as determined primar- 
ily by the mother’s and infant’s emotional and 
general health needs. If the mother is a socially 
active person and it is apparent that breast feed- 


ing would interfere with or complicate her es- 


tablished routine, there isserious question whether 
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breast feeding will be successful for any length of 
time. The same theory is true for working moth- 
ers because they usually stop breast feeding a 
week or two after delivery. The first two or three 
weeks of breast feeding are the critical ones; the 
quantity of breast milk is often inadequate and 
the baby may be restless and require frequent 
feedings. However, once these critical weeks have 
passed, breast feeding becomes a pleasant and 
satisfying experience. 

Most young mothers appreciate that artificial 
feeding is nutritionally equal to breast feeding 
and intimidating them into breast feeding might 
result in unnecessary guilt feelings. Should a 
mother who cannot breast feed because of illness 
be told that the baby will suffer nutritionally or 
emotionally, and that the baby does ‘‘best’’ with 
breast feeding? Certainly not! The physician can 
reassure such a mother that if she loves, holds and 
cuddles her baby just as if it were being breast 
fed, it will be provided with ample emotional 
support. Any of the commonly used milks will 
provide the baby with adequate nutritional sup- 
port. 

Important causes of anxiety in the family re- 
lated to newborn infants are those due to uncer- 
tainty of adequate intake with breast feeding, 
and those which stem from anxiety of siblings. 
Perhaps problems relating to sibling rivalry 
would be less prominent if bottle feeding rather 
than breast feeding were used and if siblings were 
used as helpers rather than being forced into the 
role of dispossessed spectators, although in a well- 
adjusted family this is not likely to be an impor- 
tant point. On the other hand, it could be a tragic 
mistake not to facilitate breast feeding, even in 
the face of some medical contraindications, if it 
were ascertained that the mother is convinced 
and emotionally oriented to the proposition that 
breast feeding is the only way she can establish a 
totally satisfactory relationship with her baby. 
Whether the rate of post-partum uterine involu- 
tion is a factor which should be considered in 
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recommending breast feeding must be decided 
jointly by the obstetrician and pediatrician. We 
owe the modern mother the courtesy of a full ex- 
planation in objective terms about these matters 
rather than an obtuse statement based on the 
emotional beliefs we ourselves may have. 


Convenience of Preparation 


Modified evaporated milk is the most time-con- 
suming formula to prepare. (Commercially pre- 
pared modified evaporated milk formulas are 
available but they are about 75 per cent more 
expensive than evaporated milk.) In the case of 
the overworked mother even a simple, additional 
task should be eliminated, if possible. The liquid 
form of each of the milks is easier to prepare than 
the corresponding powdered form, but the pow- 
dered form is usually less expensive. In general, 
formulas made with powdered milks do not cause 
loose stools as frequently as those made with 
liquid milks. If left in the can with the lid kept on 
tightly, the powdered form can be stored after 
opening without refrigeration. Breast feeding in- 
volves a minimum of inconvenience of prepara- 
tion, providing the supply is adequate. In many 
areas of the world where pure water and refriger- 
ation are not available, breast feeding is indicated 
for the majority of infants. 

Formulas for full-term infants may not require 
‘sterilization,’ and city tap water is usually safe 
to use, providing the sanitary habits and reli- 
ability of the family are satisfactory. However, 
few pediatricians recommend nonsterilized for- 
mulas during the first few weeks of life. Refrigera- 
tion of milk and cleanliness have largely elimi- 
nated feeding difficulties resulting from spoiled 
milk. A recent report suggests that heating 
formulas is sometimes wasteful of time and 
money. The use of warm tap water for mixing 
formulas eliminates the need for heating, but the 
physician must evaluate the hygiene and reli- 
ability of the family if he elects to recommend 
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nonsterilized formulas. Furthermore, pollution of 
city water has been reported in certain areas, and 
the lead content of water obtained from the hot 
water pipes may be above the level recommended 
by the USPHS. 


Adequacy of Supply 

Excluding economic factors, all of the milks are 
readily available except human milk. The supply 
of breast milk is usually adequate a few days 
after delivery in all but a small percentage of 
mothers. If one ascertains by history that the 
previous baby had difficulty breast feeding be- 
cause the supply of milk was insufficient or be- 
cause the mother had a breast infection, a recom- 
mendation against reattempting breast feeding 
may be indicated. Even mothers who have ade- 
quate breast milk may have temporary periods 
of inadequate supply. These are times of great 
tension and anxiety in the household. 


Bacteriologic Safety 


Milk sold in the United States is subject to 
state and federal regulations and is considered 
safe to drink, although unpasteurized and un- 
certified milk is sold in some states. Breast feed- 
ing is bacteriologically safe provided that diseases 
which affect the mother’s nipple or breast, or sys- 
temic infectious diseases which can be trans- 
mitted in milk are not present. Unfortunately, 
there is growing evidence that staphylococcal in- 
fections are more common in both mother and 
infant when breast feeding is employed. During 
episodes of staphylococcal epidemics, 10 per cent 
or more of nursing mothers may develop breast 
abscesses. The more common occurrence of 
staphylococcal infection in association with breast 
feeding is the most serious threat to breast feed- 
ing at the present time, at least in areas where 
staphylococcal infections are reported. Follow-up 
studies should be made by the departments of 
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obstetrics and pediatrics to determine to what 
extent this problem affects their patients. Pos- 
sibly limiting breast feeding to five minutes on 
each side while initiating nursing may reduce the 
incidence of breast abscess. 

The superiority of using grade A milk, which 
has a low bacterial count (or preparations made 
with grade A milk), has not been clearly es- 
tablished but reasons favoring the use of such 
milks in the neonatal period seem to have merit. 


“Protective Chemical Properties’’ 
of Milks Used for Infant Feeding 


SOLUTE CONTENT OF MILKS AND RENAL SOLUTE 
LOAD 


The retention of mineral solutes (sodium, po- 
tassium, calcium, magnesium, phosphorus, chlo- 
ride) is similar when any of the milks mentioned 
is consumed—even with human milk which con- 
tains only one-quarter to one-half as much solute 
per calorie as most of the other milks. (Evidence 
of “hypermineralization” and increased reten- 
tion of nitrogen with high protein-mineral con- 
tent milks has been reported but the clinical sig- 
nificance of these findings is unknown.) There- 
fore, in milks which contain a higher solute con- 
tent per calorie than human milk, more of the 
ingested water must be used to excrete unneeded 
solutes, and less is available for use as insensible 
water. In infants with fever or those who are 
exposed to a high environmental temperature, 
water deficiency and elevated electrolyte values 
may occur more often when high solute content 
milks—particularly high protein content milks— 
are used. The solute content per calorie of simu- 
lated milks is not as low as that in human milk, 
but most simulated milks are far better in this 
regard than the other milks. The chief reason 
why an artificial milk has not been made avail- 
able which duplicates the mineral content of 
human milk is the prohibitive cost of such milk 


preparations. 
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PHOSPHORUS CONTENT 
AND CALCIUM TO PHOSPHORUS RATIO 


Breast milk is thought to contain a desirable 
amount of phosphorus and to have an optimal 
calcium to phosphorus ratio. The very low fre- 
quency of neonatal tetany in infants receiving 
human milk is attributed to these chemical 
properties. Some of the simulated milks have a 
calcium to phosphorus ratio comparable to breast 
milk, but cases of neonatal tetany are occasion- 
ally seen when such milks are given, although not 
as often as in infants receiving unmodified cow’s 
milk. Therefore, the phosphorus content per 
calorie is probably more important than the cal- 
cium to phosphorus ratio in preventing neonatal 
tetany. The relatively low phosphorus content of 
the currently available simulated milks helps pro- 
tect infants from neonatal tetany but one would 
hope that a simulated milk might eventually be 
made available which contains no more phos- 
phorus per calorie than human milk. 


The Cost of Milk 


Contrary to popular belief, breast milk is not 
the cheapest milk for the average American 
mother (vide infra), nor is whole cow’s milk. Both 
are more expensive than evaporated milk. 

Breast milk is not the least expensive milk be- 
cause of the cost of food the mother must eat to 
produce milk. Even if the mother drinks evapo- 
rated milk—a relatively cheap food—to produce 
breast milk, it would cost more to feed the baby 
by breast than to originally have used evaporated 
milk. This is due to the biologic inefficiency of 
converting evaporated milk to human milk. The 
mother probably has to consume 150 or more 
calories to produce 100 calories of human milk. If 
the mother eats foods which are more expensive 
per calorie than evaporated milk, the cost of 
breast feeding will be correspondingly greater. 
However, the mother who derives calories from 
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low cost staples will be able to breast feed her 
infant at much less cost than by using cow’s milk 
formulas. In addition, there are hidden costs of 
breast feeding such as nursing bras, extra dry 
cleaning, laundry expenses and gauze pads. 

A great deal of controversy regarding the cost 
of the various milks is involved in considering the 
use of simulated formulas in comparison to the 
use of whole cow’s milk. Simulated milks cost 
from 27 cents to 34 cents per quart and whole 
fresh cow’s milk from 20 cents to 36 cents a quart. 
(The cost of whole cow’s milk is subject to con- 
siderable seasonal and geographic variation.) 
However, important differences may exist in their 
total cost. The simulated milks contain ade- 
quate vitamins whereas whole milk is deficient in 
vitamin C and rarely in vitamin D. The cost of 
supplementing vitamins ranges from 2to8 or more 
cents per day depending on the type and amount 


_ of vitamins added. Some mothers add consider- 


ably more vitamins than recommended, thus 
further increasing the cost of milk. Therefore, the 
cost of feeding whole milk can vary from 45 cents 
a quart to 25 cents a quart. Whether whole cow’s 
milk and evaporated milk are cheaper than the sim- 
ulated milks depends on local conditions, and on 
the type and amount of vitamins and carbohydrates 
that are added. 


The ‘Digestibility’ of Milks 

The “‘digestibility” of milk is hard to ascertain 
objectively. Vomiting, colic, abdominal disten- 
sion, diarrhea and constipation are some possible 
manifestations of poor ‘‘digestibility.”” Vomiting 
is a common problem in the neonatal period and 
the frequency of vomiting is less with breast feed- 
ing than bottle feeding. Constipation is observed 
more frequently when simulated milk or un- 
modified cow’s milk rather than breast milk is 
used. Many experienced pediatricians, who pre- 
viously spent a great deal of time changing for- 
mulas to eliminate feeding difficulties, report that 
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simulated milks have reduced these problems. 
However, the majority of infants digest any of 
the milks under consideration without difficulty. 


Allergy and Cow’s Milk Protein 


Infants with feeding difficulties proved to be 
related to food allergy are uncommon in the ex- 
perience of most pediatricians and common in 
the experience of others. If the family history and 
experience with a previous sibling indicate that 
allergy to cow’s milk occurred, hypoallergenic 
milks are occasionally recommended to prevent 
eczema and other forms of allergy. Sometimes, a 
simulated milk formula or, preferably, breast 
feeding may be recommended to achieve the same 
objective. 


Comments 


THE VALUE OF ADDING IRON TO MILKS 
USED FOR FEEDING INFANTS 


There are important advantages of ingesting 
enough iron to prevent iron deficiency, the most 
common nutritional deficiency of American chil- 
dren. Iron deficiency can usually be prevented if 
6 mg. or more of iron is ingested per day. 
Evidence of intolerance to milks containing up to 
12 mg. of iron per quart is rare, and the addition 
of iron to milks used in the first year of life con- 
stitutes an important advance in infant nutrition. 
(The following milks contain 714 or more mg. of 
iron per reconstituted quart: Bakers®, 714 mg. 
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per quart; Bremil® (powdered but not liquid), 
8 mg. per quart and Similac® with iron, 12 mg. 
per quart.) 

Such an addition is usually of little value if 
large quantities of cereal, vegetables, fruits and 
meat are added at about the 10th to 12th week 
of life, but the addition of solid foods at this 
early age tends to increase the cost of feeding in- 
fants and the incidence of food allergy. Un- 
fortunately, none of the milks containing enough 
iron to prevent anemia are as inexpensive as un- 
modified evaporated milk, and therefore, the 
economic group which would benefit most by us- 
ing iron-supplemented milk does so infrequently. 
The availability of an iron-supplemented, low- 
cost milk would appear to be a-major necessity 
for a large proportion of America’s infant popu- 
lation. 


ADDITION OF VITAMINS 


All simulated milks contain a sufficient quan- 
tity of essential vitamins to support normal 
growth and development. Such milks have much 
in their favor since over or under administration 
of vitamins due to misunderstanding or neglect is 
avoided. Today’s physician sees infants who re- 
ceive an excessive amount of vitamins A and D 
more frequently than infants who have a defi- 
ciency of these vitamins. 

Sterilization. A point not fully appreciated is 
that conventional methods of sterilization de- 
stroy only from 5 to 25 per cent of the vitamin C 
content of milks. Since there is more vitamin C 
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present in most vitamin C-supplemented milks 
than is needed, a small loss due to sterilization is 
unimportant. Vitamins A and D are also present 
in sufficient concentration in most types of milk, 
including whole fresh milk and evaporated milk. 
The physician should be familiar with the vita- 
min content of milks he prescribes, otherwise he 
may recommend vitamin supplements when they 
are not needed. Physicians should resist pressure 
exerted by mothers and certain pharmaceutical 
concerns to add vitamins unnecessarily. 

All milks discussed contain sufficient linoleic 
acid to support normal growth. 

Age. The age of the infant is important in de- 
ciding which milk is best for him. For example, 


neonatal tetany occurs only in the first three 
weeks of life. Therefore, the phosphorus content 
and calcium-phosphorus ratio of milk need be 
considered only for infants less than 1 month old. 
As the infant grows older, it becomes less impor- 
tant to provide a wide margin of “water reserve” 
in his milk. 

We gratefully appreciate the comments and 
suggestions of Drs. J. Coppolino, A. Capper, W. 
McFadden, W. Wren, C. Fischer, M. Green and 
R. High. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 


HERE’S A HELPFUL HINT... 


About a Substitute for Adhesive Tape Strapping of the Chest 


ADHESIVE TAPE strapping of the chest is excellent therapy for fractured ribs and 
pleurisy. However, sometimes in warm weather or with sensitive individuals, the 
tape cannot be kept in place for more than a few days. If this happens, the tape can 
be replaced with a muslin vest. (In patients with fractured ribs, it may be desirable 
to wait a week or more before making the change, if the patient can wait this long.) 
The vest can be made easily by the physician or nurse out of about 1 sq. yd. of un- 
bleached muslin and safety pins. 

First, cut or tear two strips about 3 in. wide from one edge of the muslin. 

Fold the remainder of the muslin into two or three thicknesses to make a bandage. 

Apply the bandage around the chest, pull it tight and fasten it with safety pins 


holds the vest down. 


the back. 


pinned vertically so they do not tear the material. The tightness under the rib cage 
Fold the 3 in. strips twice to make straps that go over the shoulders and cross in 


The whole vest can be removed for bathing, redressing underlying wounds, 
temporary relief and replacement. Because the patient quickly learns how to replace 
the vest, he can make a duplicate and wear it while the other is being washed. Other 
advantages of the vest include: (1) no adhesive tape sensitivity; (2) no discomfort 
when the tape must be removed, and (3) no need for the dressing to remain in place 
without adequate cleanliness—a factor particularly desirable in hot weather. 


J. HERBERT NAGLER, M.D. 
Philadelphia, Pa. 
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Chickenpox Pneumonia 


ARTHUR R. CRAMPTON, m.D., MARTIN H. SEIFERT, M.D. AND H. C. BURKHEAD, M.D. 


Department of Radiology 


Northwestern University and Evanston Hospital Association 


Evanston, Illinois 


Pneumonia as a complication of chickenpox 
occurs in children especially under 8 years 
as a secondary bacterial invasion; 

however, in young adults between the ages 
of 19 to 40 years it occurs because 

of the varicella virus itself. Varicella virus 
invasion of the respiratory tract begins early 
in the disease, within the first five days after 
the vesicles appear. Roentgenographically 
there are noted diffuse “miliary” 

or finely nodular infiltrations in the lungs. 
Treatment is symptomatic. 


VARICELLA PNEUMONIA is a specific clinical and 
pathologic entity which, although varying in 
degree, exhibits similarities from case to case 
making its recognition relatively easy. Until 1953, 
only 15 cases had been reported. In the last five 
or six years, however, the number of reported 
cases has increased to over 90. Thus, there is 
reason to believe that this entity is not as rare as 
had been supposed. 

Earlier reports on the general subject of 
varicella serve as a background for the under- 
standing of this particular form of respiratory 
complication. Mitchell and Fletcher studied 775 
cases of chickenpox admitted for hospital treat- 
Ment between 1913 and 1926. Only 19.4 per 
cent of these patients were older than 19 years. 
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Four had bronchopneumonia complications; one 
had nephritic complications. 

Bullowa and Wishik studied 2,534 patients 
with chickenpox who were seen between 1929 and 
1933; only 133 (5.2 per cent) had any complica- 
tions. This report also compared the incidence of 
pneumonia complicating the most common in- 
fectious diseases at that time. The following per- 
centages are given: pertussis, 19.0 per cent; 
measles, 12.0 per cent; diphtheria, 4.1 per cent; 
scarlet fever, 1.5 per cent, and varicella, 0.8 per 
cent. Schumann, in 1939, reported on 2,200 pa- 
tients admitted between 1935 and 1938 with 
chickenpox. He found that less than 10 per cent 
were over 20 years of age. He cites that there were 
several cases of pneumonia among the adult pa- 
tients with varicella which were considered 
‘incidental.’”’ None of his adults with complicat- 
ing pneumonia died. Waring, Neuberger and 
Reever communicated with the pathologist who 
had examined the eight patients dying of pneu- 
monia in the Bullowa and Wishik series. Only 
one patient had been an adult, age 30, while all 
others had been children under 614 years. None 
of the autopsies had shown the typical peri- 
bronchial infiltrate characteristic of a viral 
pneumonitis, instead a bacterial lobar pneumonia 
had been found. Waring and associates pre- 
sented two of their cases diagnosed as primary 
varicella pneumonia; one patient died of the dis- 
ease and autopsy was performed. This autopsy 
report contains probably the first detailed descrip- 
tion of the pathologic findings and roentgen signs 
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seen in varicella pneumonia. Claudy, in 1947, 
added another case proved by autopsy. Grayson 
and Bradley also added a case in 1947 and 
pointed out that both bacterial and viral forms 
of pneumonia have complicated chickenpox. In 
1958, Rosecan and colleagues summarized the 
clinical features of the 14 cases in the literature 
available at that time. ; 

In 1958, Weinstein and Meade clarified the 
nature of the various forms of respiratory in- 
volvement, both bacterial and viral, which are 
seen accompanying chickenpox. They analyzed 
the clinical, laboratory and x-ray findings of 453 
patients admitted with the diagnosis of chicken- 
pox between 1944 and 1955. They found that 
respiratory involvement had occurred in 41 (9 
per cent) of these cases, ranging from mild 
tracheobronchitis to severe pneumonia. The age 
distribution of their whole group of 453 patients 
ranged from 4 days to 65 years. In a breakdown 
of age groups they found 50 per cent were 6 years 
old or under, 25 per cent were between 6 and 18 
years, 25 per cent were between 19 and 65 years. 
However, the ages of those who had the respira- 
tory complications ranged from 7 months to 49 
years. This group of patients with respiratory 
complications was also found to be divided into 
two widely separated groups. Twenty cases were 
found to be younger than 7 years, and 21 cases 
older than 19 years; none was in between. Bac- 
terial respiratory infections occurred only in 
children. Some viral disease of the respiratory 
tract was present also in the young age group, 
but pulmonary disease due to bacteria was not 
observed in the adult age group. All respiratory 
complications in the adult age group appeared to 
be of viral origin. 

In this review of the literature, and including 
our own two cases described, we have found 
96 cases of varicella pneumonia, including 13 
autopsies. Of these, 81 have been reported in 
sufficient detail for comparison of clinical signs 
and symptoms, laboratory and x-ray findings. 


Case Reports 


CasE 1. J.B., was a 35-year-old, single, white, 
female schoolteacher. Four days prior to ad- 
mission she had fever and malaise. One day 
prior to admission she had a severe shaking chill 
followed shortly by rapid grunting respirations. 
On admission (July 1, 1956) she was apprehen- 
sive, dyspneic and had a hacking nonproductive 
cough. 

On physical examination, there was cyanosis of 
the lips and nail beds. Her face was covered with 
an eruption typical of varicella which also in- 
volved the oropharynx, legs and palms. She 
was dehydrated. Temperature was 103.6°F., 
pulse was 140/min. and respirations were 
40/min. Blood pressure was 130/90. There was 
decreased resonance on the right posterior lung 
and generalized bilateral, moist, coarse rales and 
expiratory wheezes. Otherwise the examination 
was essentially negative. The hemoglobin was 
17.2 Gm.; WBC was 13,650 with 50.5 per cent 
neutrophils, 23.5 per cent band forms, 10 per 
cent lymphocytes, 1 per cent monocytes and 1 
per cent eosinophils. The voided urine was acid 
with a specific gravity of 1.024, a trace of al- 
bumin, 5 to 8 WBC/hpf, and packed with bac- 
teria. The NPN was 44.1 mg. per cent and 
fasting blood sugar was 159 Gm. per cent. During 
the first hospital day, 500 mg. of tetracycline 
(Achromycin®) was given intravenously and 
erythromycin was added in intramuscular doses 
of 100 mg. every six hours until July 5. 

Hospital Course. Dyspnea and cyanosis con- 
tinued through the second day in spite of an 
oxygen tent. Parts of the rash became hemor- 
rhagic. Blood culture was completely negative. 
Throat culture gave moderate growth of alpha 
streptococcus and slight growth of hemolytic 
Staphylococcus aureus, and a later additional 
light growth of gamma streptococcus and beta 
streptococcus, but all quantities of potential 
pathogens were insufficient for sensitivity test- 


Volume XXIV, Number 2 GP 


| 
| 
| 
i 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
Aan 
| 
i.e 
¢ 
| 
7 
| 
| 
| 


ing. Some slight improvement was noted on 
July 5; oral medication became possible, and 
fever was down to 100°F. Achromycin was given 
orally for the next two days. Also by July 5, the 
BUN was down to 7.5 mg. and chlorides were 109 
mEq., potassium was 4.4 mEq. and sodium was 
148 mEq. On July 6, the temperature rose again 
and the cough became worse. The WBC was 
now 20,350 with 78 per cent neutrophils and 
20 per cent band forms, 1 per cent lymphs and 1 
per cent eosinophils. A portable chest x-ray on 
July 7, (Figure 1) showed a tendency toward 
confluence of a diffuse coarse nodular infiltrate. 
Achromycin was discontinued and Dicrysticin® 
and erythromycin (Ilotycin®) were substituted, 
and on July 9, 10 ce. of hyperimmune gamma 
globulin was given intramuscularly. The non- 
productive cough continued and she had some 
left chest pain. Routine cold agglutinins were 
reported negative. On July 11, she became pale; 
hemoglobin was 8.8 Gm. and WBC, 34,500. On 
July 12, cyanosis returned and she became much 
worse with mild convulsions and blood-tinged 
froth at the mouth. All attempts to support her 
failed, including cortisone and oxytetracycline 
(Terramycin®) intravenously. She died with 
Cheyne-Stokes breathing in a semicoma. 
Autopsy Findings. The left chest contained 800 
ce. of turbid fluid. The right chest was clear. The 
pericardial sac contained 40 to 50 cc. of slightly 
turbid serous fluid. The heart weighed 270 Gm. 
and there were small focal hemorrhages in the 
myocardium, and the right ventricle was slightly 
dilated. Very soft, yellowish vegetations were 
found along the rim of the tricuspid, aortic and 
mitral valves and were composed of amorphous, 
homogeneous, fibrinous material without bac- 
terial clumps or inflammatory exudate. The 
bronchi were hyperemic and the lumen filled with 
dark foam. Several sections from the lungs 
showed areas of massive necrosis, hemorrhages 
and large numbers of macrophages in the alveoli, 
but only moderate numbers of polymorphonu- 
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FIGURE 1. 


FIGURE 2. 


91 


4 ki | 
= 
© 
a 
q 
at 


clear leukocytes or plasma cells. In some areas 
alveoli were filled with edema fluid and partly 
lined by hyaline membrane. Arterial branches 
contained organized ante-mortem thrombi. Ex- 
cept for small infarcts in kidneys and generalized 
organ edema and hyperemia, other organs and 
tissues were not too remarkable. The pathologist, 
(H.T.), summarized the microscopic findings: 
“The pulmonary lesion consists of a diffusely 
distributed interstitial pneumonia such as is seen 
associated with a viral etiology. There are poorly 
defined areas of pulmonary infarcts with many 
thrombi in small pulmonary vessels. Another 
manifestation of the thrombotic tendency is the 
occurrence of multiple verrucal lesions of the 
cardiac valves which fall into the category of 
‘terminal verrucous endocarditis’ of nonbacterial 
origin. There are also infarcts of the kidney.” 

CASE 2. W.B., a 34-year-old, white male, was 
admitted on July 15, 1958, with a two-day history 
of rash, high fever, chills, sweats, dry cough, 
dyspnea and anorexia. On physical examination 
he was acutely ill with a varicelliform eruption 
over all areas of the skin and mucous membranes. 
Temperature was 102°F., pulse was 104/min. and 
respirations were 30/min. Blood pressure was 
125/90. He had a mild bilateral conjunctivitis. 
A few moist, crepitant rales were heard in the 
posterior bases. A portable chest x-ray (Figure 2) 
on admission showed a mottled infiltrate bi- 
laterally, more prominent at the bases. The ad- 
mitting WBC was 10,600 with 49 per cent 
neutrophils, 23 per cent band forms, 23 per cent 
lymphocytes and 3 per cent monocytes. The 
hemoglobin was 22 Gm. and hematocrit was 53 
per cent. Urinalysis was negative. Nose, throat 
and blood cultures were obtained and tetracy- 
cline and nystatin (Mysteclin V®), soon to be 
substituted by chloramphenicol, was given until 
July 20. Also 10 ce. of gamma globulin intramus- 
cularly and oxygen gas were given. 

Hospital Course. By July 17, there was general 
improvement and the eruptions began to scale 


with few, new pox. Fever dropped to 100°F. 
Additional gamma globulin was given. Nose and 
throat cultures were negative for beta hemolytic 
streptococcus and diphtheria. Neisseria catar- 
rhalis grew heavily from the sputum, and alpha 
streptococcus and Hemophilus hemolyticus grew 
lightly. Another x-ray showed a miliary infiltrate 
on July 18, but the patient was doing well and 
recovered uneventfully. At discharge on July 25, 
the blood culture was still sterile and the latest 
chest x-ray showed complete clearing. 


Respiratory Tract Involvements 


Two major forms of respiratory tract involve- 
ments are encountered during chickenpox and 
are distinguished on the basis of etiology. One 
form is secondary bacterial invasion which may 
result in a mild upper respiratory tracheobron- 
chitis or cause a frank lobar or bronchopneu- 
monia. The other form is the primary varicella 
virus infection which not only can cause occa- 
sional extensive pox in the mouth and pharynx, 
but also can extend into the lower respiratory 
tract and produce a viral pneumonitis. There are 
fairly definite clinical differences between the 
bacterial and viral involvement which are sup- 
ported by differences in the laboratory tests and 
x-ray findings. Usually, though not always, it is 
possible to differentiate bacterial from viral 
forms. 


BACTERIAL CHARACTERISTICS 


The bacterial form of respiratory involvement 
characteristically appears in a child under 7 years 
after the fever accompanying the cutaneous 
eruption has returned to normal. There is usually 
an abrupt onset with a secondary rise in fever and 
white blood cell count. The white count is usually 
greater than 12,000 and often between 15,000 to 
20,000 with a definite increase in the percentage 
of neutrophils. Pathogenic organisms are isolated 
from nose, throat and sputum in nearly all cases, 
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but a bacteremia is rare. The most commorr 
organisms found have been Hemophilus influ- 
enza, beta hemolytic streptococcus and pneu- 
mococcus. Rapid response to appropriate anti- 
biotics is the rule. The x-ray picture is one of 
consolidation or asymmetric bronchopneumonia. 


VIRAL CHARACTERISTICS 


The viral form, on the other hand, has certain 
characteristics. From our review of the 81 cases 
of viral pneumonia it was found that the young 
adult was the most commonly afflicted age group. 
Fifty-four per cent were males and 46 per cent 
were females (Table 1). Thirty-one per cent were 
between the ages of 19 and 29 years, 50.5 per cent 
between 30 and 39 years, 12.4 per cent between 
40 and 49 years and only 6.1 per cent were older 
than 50 years (Table 2). The symptoms of 
pneumonia presented early in the course of the 
illness from one to five days after the onset of 
the skin eruption (Table 3) and during the initial 
temperature rise. At the onset of illness the 
average patient experienced the usual prodromal 
symptoms of a few days of malaise, fever and 
generalized aching, followed by the characteristic 
rash. But, instead of uneventfully running the 
course of mild fever and overlapping crops of 
pseudopustules, the patient would begin to have 
adry, hacking cough (91 per cent) (Table 4). This 
was usually the first indication of developing 
pneumonitis and it started about two or three 
days after the first vesicles. Soon the cough was 
accompanied by moderate to severe dyspnea (81.5 
per cent). Cyanosis (50 per cent) and hemoptysis 
(41 per cent) were also found frequently. Re- 
spiratory distress was characteristically more 
severe than, and out of proportion to, the physi- 
cal findings in the chest by percussion and auscul- 
tation. Rales, rhonchi and wheezes were de- 
scribed as few or moderate in 51 of the 81 cases. 
Only rarely was any evidence of consolidation 
described, and in six cases it was stated that no 
lung findings were obtainable on physical ex- 
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TABLE 1. 


Sex Distribution 
Total Total Number of 
Sex Number Per cent Deaths 
Males 44 54 7 
Females 37 46 6 
Total 81 100 13 
TABLE 2. 
Age Distribution 
Age in Number of Per cent Number of 
Years Cases of Total Deaths 
19-29 25 31.0 3 
80-39 41 50.5 6 
40-49 10 12.4 3 
Over 50 5 6.1 1 
Total 81 100.0 13 
TABLE 3. 
Interval Between First Rash 
and First Respiratory Symptom 


Number of days from first rash 


to first respiratory symptoms Number of Patients 


© 


Unknown 16 
Total 81 
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TABLE 4, 


Incidence of Signs and Symptoms (Total Cases, 81) 


amination. Commonly, 
the patient with respira- 
tory involvement had a 


more severe cutaneous 


of eruption than the pa- 
Sign or in which Per in which Per patients Per tient with uncompli- 
Symptom present cent not present cent Unknown cent cated chickenpox. The 
rash was often more ex- 
Dyspnea 66 81.5 13 =: 16.0 2 2.5 tensive over the body as 
Cough 74 91.0 3 4.0 4 5.0 a whole. It often became 
Cyanosis 40 49.5 82s: 39.5 a) 11.1 confluent over the head 
Hemoptysis 33 40.7 41 50.6 7 8.7 and neck with greater 
“Typical” involvement of the mu- 
chest x-ray 75 93.6 1 12 5 6.2 cous membranes of the 
Tachypnea mouth and _ pharynx. 
— and dysphagia became 
consolidation 51 24 prominent in some pa- 
Tachycardia tients. Less frequently, 
(>100/min.) 39 - 8 - 34 - the skin eruption be- 
Fever: came hemorrhagic. 
99°-101° 18 Characteristics of the 
101°-103° 26 32 more severe form of 
Over 103° 10 varicella pneumonia in- 
cluded : (1) severe cough, 
(2) cyanosis and (3) 
hemoptysis. The respir- 
atory embarrassment 
TABLE 5. was more noticeable with extremely labored re- 
White Blood Cell Count spiration and a prolonged expiratory phase. Most 
of the deaths were from this more severely ill 
pe epee group and occurred after an easily perceptible 
Maximum WBC Number of Pr Niabeog downhill course. There was, however, a relatively 
(cells /mm.*) Patients cent Deaths small group of patients who had rapid and ful- 
Sil minating symptoms terminating quickly in re- 
4,000-~7,000 12 14.8 0 spiratory or vascular failure and death within 
7,000-10,000 36* 44.5* 8 hours or a very few days from the onset of illness. 
10,000-12,000 7 8.6 1 
12,000-15,000 9 11.1 5 CHEST X-RAY CHANGES 
Along with these clinical findings, a fairly 
Total 81 100.0 138 characteristic series of chest x-ray changes are 
Seiehidbibaitly seen in varicella pneumonia. The x-ray findings 


“*died before WBC could be obtained 
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are, in fact, the most consistently found single 


Volume XXIV, Number2 


2 

i 

| 
| 

i 
i 
| 

| 
| 
| 

me 

* 


sign in varicella pneumonia (Table 4), making 
this examination a most valuable tool in diag- 
nosis. The earliest change is usually a fine 
“miliary” nodularity throughout all lung fields 
but it is most prominent in the middle and lower 
thirds. At the peak of these changes the nodu- 
larity becomes coarser and areas of confluence 
into patches of increased density are seen. Some 
degree of transient cardiac dilatation and hilar 
adenopathy has been noted. Pleural effusion is 
not uncommon. The x-ray changes usually clear 
as respiratory symptoms improve, but it is not 
uncommon for x-ray changes to persist days or 
even weeks after symptomatic recovery. This 
was found to be especially true where steroids 
had been used. If the radiologist does not have 
the basic clinical information that a varicella 
rash is present, he has a wide choice of diagnostic 
possibilities ranging from miliary tuberculosis to 
metastatic disease. When this basic information 
is given, an almost specific diagnosis can be made 
and usually can be differentiated from bacterial 
pneumonia. 


CLINICAL LABORATORY 


The clinical laboratory also aids in the diag- 
nosis. The white blood cell count tends to support 
viral rather than bacterial etiology. About 60 per 
cent of the cases in our analysis had admission 
white counts of 10,000 or less (Table 5); only 7.4 
per cent were above 15,000, the remaining 20 per 
cent were ranged in between. Differential counts 
tended to show slightly to moderately elevated 
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polymorphonuclear neutrophils. Some urinalyses 
have shown varying degrees of transient al- 
buminuria and there was an occasional elevated 
NPN. Blood cultures were invariably negative. 
Cultures of nose, throat and sputum failed in 
almost every case to grow out predominating 
colonies of pathogens. A few showed common 
pathogens but of small quantity. The common 
serologic agglutination tests for other respiratory 
viruses were always negative. 


AUTOPSY 


Autopsies revealed a fairly consistent pic- 
ture. The lung changes were similar to those in 
other virus pneumonias, except that in some 
instances the characteristic -intranuclear in- 
clusion bodies of varicella were found in the 
septal and bronchiolar epithelial cells. Grossly, 
pox have been seen on surfaces of pleura, liver 
and spleen. The lungs were heavy, wet and often 
hemorrhagic and showed a diffuse nodularity of 
the parenchyma unrelated to the bronchovascu- 
lar pattern. Microscopically, areas of discrete or 
confluent patches of inflammation were seen. 
Alveoli are commonly lined by a hyaline mem- 
brane and contain a hemorrhagic exudate with 
mononuclear inflammatory cells and large multi- 
nucleated phagocytes. Polymorphonuclear leu- 
kocytes were rare. There was swelling, prolifera- 
tion and desquamation of alveolar septal cells 
which form these large multinucleated phago- 
cytes. Foci of hemorrhage, necrosis and fibrinous 
exudation occurred with regularity. Areas of 
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necrosis without suppuration have been de- 
scribed. Evidence of focal necrosis with inclusion 
bodies in some instances has been found in 
many organs besides the lung and skin; these 
include the liver, spleen, adrenals, kidneys and 
alimentary tract. Attempts of inoculating and 
transferring the virus have generally failed. 

Other complications of varicella pneumonia 
have been described clinically and pathologically. 
Congenital systemic chickenpox with pulmonary 
manifestations has been described. 

Shock and heart failure, as a terminal event, 
was not uncommon in fatal cases. Early shock 
and late cor pulmonale were reported in a pa- 
tient who responded well under vigorous therapy. 
Orchitis and testicular atrophy have been de- 
scribed in one case. Phlebothrombosis and pul- 
monary embolus were cited as late complications 
in another patient. Clinical symptoms of tran- 
sient encephalitis in conjunction with pneumonia 
and lymphadenitis have been reported and were 
presumed to be of viral origin. Pulmonary 
edema, subcutaneous emphysema, pleural effu- 
sion and hepatitis are mentioned in a series of 
cases. Iritis, otitis and “psychosis” were listed in 
another series. When pregnancy was present dur- 
ing the attack of pneumonia, spontaneous abor- 
tions have occurred. 


Therapy 


Therapeutic measures, as in most viral dis- 
eases, can only be nonspecific and supportive. 
Such supportive therapy can even be lifesaving 
when directed toward specific complications such 
as anoxia, cardiac failure, shock or pulmonary 
edema. There is no proven agent against the 
virus pneumonia itself. Some authors have sug- 
gested that certain antibiotics are valuable, even 
after an experience with only one or two cases. 
Others, however, have withheld antibiotics with 
no discernible difference in the clinical course. 
Although the use of antibiotics for prophylaxis 
against secondary bacterial invasion may be 
reasonable theoretically, it has not been shown 
that such secondary invasion is likely in the 
natural course of this disease. Even the use of 
specific hyperimmune serum and gamma globulin 
has been incompletely effective. Adrenal cor- 
ticosteroids have been used with some apparently 
positive results especially on severely ill patients. 
We have found only one author who has sug- 
gested the “routine” use of corticosteroids. On 
the other hand, it is an undisputed fact that 
oxygen therapy aids the symptoms of anoxia 
and has repeatedly reduced cyanosis and 
dyspnea. 


A coupon for ordering an extensive bibliography accompanying this article may be found adjacent to the Index to Advertisers. 


Social Medicine 


A suRVEY of 5,000 patients being cared for under 
the National Health Service in Edinburgh, Scot- 
land, indicated the importance of the medical 
social worker as a member of the “family-doctor 
team.”’ Much of the family doctor’s therapeutic 
endeavor was concerned with the patient’s social 


and personal circumstances and his psychologic 
reactions to disease. 

In these circumstances, therapy took the form 
of advising, explaining and discussing with the 
patient his problems of adjustment to his disease, 
to the social and medical services which are avail- 
able and to the economic, social and personal re- 
lationship factors which he encounters in the 
community and in the environment of his home. 
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Sickle Cell Nephropathies 


LEONARD B. BERMAN, M.D. 
Associate Editor, GP 


HEMOGLOBIN §, in both the homozygous and 
heterozygous forms, is associated with a number 
of extravascular syndromes. At least five of these 
syndromes pertain to the kidneys. They vary 
widely in clinical effects, prognosis and ease of 
recognition. 


H ematuria 


The best known of the sickle cell nephropathies 
is bleeding into the urine. It is usually macro- 
scopic, unilateral and painless. Sometimes it is 
seen in young adults with heterozygous hemo- 
globin S and no other obvious manifestations. 
The urine contains many red cells, a propor- 
tionate number of white cells and no other formed 
elements. Pain is present only with clot forma- 
tion and consequent ureteral obstruction. Minor 
bladder symptoms often are present and may be 
due to the presence of blood. Bed rest and high 
fluid intake are the mainstays of treatment, al- 
though nephrectomies have been performed for 
severe and persistent bleeding. The bleeding is 
most probably related to distension of subpelvic 
blood vessels by masses of sickled red cells. 
These vessels may subsequently rupture and dis- 
charge their contents into the urine. The low 
oxygen content of the renal medulla may play a 
role in the formation of sickle cells in this area. 


Tsosthenuria 


Inability to concentrate the urine is a fairly 
common finding in patients with hemoglobin S. 
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Specific gravities range from 1.007 to 1.012 in 
spite of adequate stimuli for urinary concentra- 
tion. This interesting defect may coexist with 
otherwise excellent renal function, and it is tem- 
porarily corrected in young patients by hemo- 
globin A blood transfusions. Effects on the patient 
are probably quite minimal, although fixed iso- 
sthenuria renders him more vulnerable to de- 
hydration. The pathogenesis of this peculiar 
defect is unknown. Modern concepts of urinary 
concentration would blame the renal medulla, 
and the ability to reverse it with normal red cells 
suggests some medullary circulatory abnormality. 


Nephrotic Syndrome 


Occasionally, an individual with sickle cell dis- 
ease develops a nephrotic syndrome identical 
with nephrotic syndromes of other etiologies 
except for the sedimentation rate. Whereas 
nephrotic patients generally have fast sedimenta- 
tion rates because of plasma protein alterations, 
those with sickle cell disease have the char- 
acteristically slow sedimentation rate associated 
with hemoglobin S. The nephrotic syndrome in 
these patients may be accompanied by progres- 
sive azotemia and does not respond to treatment 
with adrenal-cortical steroids. The pathogenesis 
is probably related tothe occurrence of focal glom- 
erular infarcts by sickled red cells and subsequent 
protein leak through damaged glomeruli. 


PYELONEPHRITIS AND RENAL INFARCTS 


Pyelonephritis and renal infarcts complete the 
list of nephropathies. Pyelonephritis accom- 
panies any distortion of nephron architecture, 
while renal infarcts have obvious pertinence to 
hemoglobin S disease. 

Clinicians usually see sickle cell disease or trait 
in the form of a hemolytic syndrome. Yet, such 
widely different signs as gross hematuria, isosthe- 
nuria and a nephrotic syndrome all suggest an 
underlying sickle cell state. 
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The Practitioner and 
Meningitis in Childhood 


JAMES L. DENNIS, mp. 


Children’s Hospital of the East Bay 
Oakland, California 


The over-all mortality of meningitis is still 
about 25 per cent due largely to four factors: 

(1) failure to make an early clinical diagnosis; 
(2) inadequate identification of the etiologic 
agent; (3) the improper selection and use 

of therapeutic agents, and (4) the development 
of resistant organisms. The diagnosis must always 
be confirmed by lumbar puncture but sometimes 
therapy must be started before 

definitive diagnosis can be made. 


ALTHOUGH the knowledge needed to control bac- 
terial infections of the central nervous system is 


available, the over-all mortality from 


meningitis in childhood is still about 25 per cent. 
One must ask, “Why?” The question becomes 
even more pertinent when we realize that in some 
of our better medical centers, the mortality ex- 
perience is less than 10 per cent. It seems ap- 
parent that to formulate an effective approach to 
the management of meningitis in practice, we 
must evaluate the reasons for failures in treat- 
ment. Dr. Hattie Alexander (Columbia Uni- 
versity) has classified these reasons as: (1) the 
failure to make an early clinical diagnosis; (2) in- 
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FIGURE 1. When picked up with a supporting hand under the 
abdomen, the healthy neonatal infant will arch ventrally over 
the hand. Held in a similar manner, the baby with meningitis 
may maintain a straight, stiff back. 


adequate identification of the etiologic agent, and 
(3) the improper selection and use of therapeutic 
agents. To these could be added a fourth—the 
development of resistant organisms. 


Early Clinical Diagnosis 


Failure to make an early clinical diagnosis con- 
stitutes the most frequent and most easily pre- 
ventable failure in the management of meningitis 
in childhood. This reflects a problem in education, 
as exemplified by the parent who fails to consult 
a physician before a baby or child has become 
desperately ill. Every rural practitioner can 
testify to this frustrating experience. There is, 
also, a persistent problem in medical education 
portrayed by the physician who has not been 
conditioned to think of meningitis in 4 baby un- 


“\ less the classical opisthotonos signs (Kernig’s and 


Brudzinski’s) are present. 


MANIFESTATIONS OF MENINGITIS 


Every practitioner should know that the mani- 
festations of meningitis in the newborn infant 


* are so subtle that there may be no objective signs 


to attract his attention to the central nervous 
system. Any deviation in the well-being of the 
baby must be regarded as a possible manifesta- 
tion of meningitis. Signs and symptoms, if pres- 
ent, may include vomiting, diarrhea, jaundice, 
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fever, respiratory distress, cyanosis, poor suck- 
ing, poor Moro reflex, high-pitched cry and con- 
vulsions in a baby who is alternately irritable and 
somnolent. A history that suggests the possibility 
of preceding maternal infection, septic or ab- 
normal delivery, premature birth or difficult re- 
suscitation may be significant. 


PHYSICAL EXAMINATION 


In spite of the dearth of physical signs, a care- 
ful physical examination can be rewarding. When 
a healthy neonatal infant is picked up with the 
supporting hand under the belly, the weak back 
and neck will usually collapse, arching ventrally 
over the examiner’s hand; the baby with menin- 
gitis held in a similar manner may maintain a 
straight, stiff back (poker spine), hence, may 
fail to fold over the palm (Figure 1). Examina- 
tion of the fontanel is routine; a bulging or full 
fontanel always suggests meningitis, but this 
sign may be absent if the baby is dehydrated. 
An apparent bulge in the fontanel may be mis- 
leading if it is observed in a well baby who is 
crying and straining in the prone position. When 
the baby is held in the upright position, a prompt 
recession of the fontanel will be observed. Other 
conditions which can also produce fullness of the 
fontanel are: subdural hematoma, hydrocephalus 
and either hyper- or hypovitaminosis A. 


LUMBAR PUNCTURE 


Because alterations in the spinal fluid will pro- 
vide the only consistent and reliable diagnostic 
finding of meningitis in the infant, one must be 
prepared to perform lumbar puncture on the 
basis of the slightest clinical suspicion. (Actually, 
the indication for lumbar puncture in an infant 
is to “think of it.””) Successful accomplishment 
of a spinal tap in a small baby is not always easy. 
Frequently, we have been frustrated by having 
a baby referred to us who has had repeated 
bloody taps. When this situation arises, the 
spinal fluid may be of little diagnostic value. 
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When faced with such a problem, one should not 
forget the bulging fontanel with its abundant 
collection of spinal fluid. Fontanel subarachnoid 
puncture is a simple procedure and can be safely 
accomplished if done under aseptic conditions. 

In the older infant and small child, we find 
that the fontanel is closed, hence, no longer 
available for examination purposes. Although 
the classical neck signs (Brudzinski’s and Ker- 
nig’s) are by this time more consistent manifesta- 
tions of meningeal irritation, the interpretation of 
these signs in a child who is in the “little stinker” 
period can be difficult. The toddler is inclined to 
be uncooperative so that when the ‘examining 
hand is placed under the occiput, the child may 
willfully stiffen into resistance, permitting his 
neck and body to be lifted much like a straight 
board. We like to circumvent this type of combat 
by a quiet approach to the child in which we 
playfully place a lighted otoscope at the child’s 
navel. The well child cannot resist looking down- 
ward even to the point of placing his chin on the 
sternum; whereas, the child with central nervous 
system irritation will initiate a downward glance 
only to flinch and cry out long before the chin 
reaches the chest. In older children the search 
for neck stiffness and other neurologic signs 
differs in no way from the techniques used in 
examining the adult. 

To recapitulate, the failure of early clinical 
diagnosis is the principal preventable cause of 
death from meningitis in infants and children. 
Early diagnosis depeuds on a high index of sus- 
picion plus a knowledge of the unique subtlety 
of the clinical manifestations in infants. If there 
is the slightest suspicion of meningitis, lumbar, 
or when necessary, fontanel puncture should 
always be accomplished. 


Identification of the Etiologic Agent 
Definitive antibiotic therapy depends on ac- 


curate identification of the causative organism. 
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As soon as a clinical impression of meningitis has 
been confirmed by lumbar puncture, attention 
must be directed to isolating the etiologic agent. 

Practitioners who reside in communities re- 
mote from diagnostic facilities should not feel 
handicapped by a lack of technical help. They 
can and should obtain spinal fluid. They can ob- 
serve the fluid, which in bacterial meningitis 
may be expected to appear as ground glass, 
opaque or frankly purulent material. They can 
do a cell count and differential. They can prepare 
a stained slide. They can plant cultures. They 
can test the spinal fluid for increased protein 
(using Pandy’s solution) and they can determine 
the spinal fluid sugar level (with a simple tech- 
nique that requires only Benedict’s solution). 

The spinal fluid should be smeared, fixed and 
stained. A common error is to fix the slide over a 
flame. Excess heat produces coagulation and 
distortion of material that may destroy any 
potential usefulness. For this reason, the smear 
should be air dried. When dry, the smear should 
be stained and examined for organisms. The 
“‘oceasional’”’ bacteriologist does not do a good 
Gram’s stain and may be more effective when 
using simple methylene blue or Wright’s stain. 
While discussing stained smears, attention is 
called to the importance of examining the child 
for the presence of petechial hemorrhages in the 
skin. When present, a smear should be made from 
material obtained by “needling” a petechial 
spot; in children with meningococcemia, this 
procedure will yield a high percentage of positive 
smears. 


CULTURES 


Cultures are essential and should be obtained 
from fluid acquired at the initial spinal tap. This 
can be accomplished by saving 2 to 3 ml. of spinal 
fluid in a sterile test tube. To this is added sterile 
10 per cent glucose solution (one drop of glucose 
soluticn for each milliliter of fluid). This tube 
may be incubated in the “vest pocket” or sent 
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to the nearest laboratory for processing. All too 
frequently the spinal fluid is discarded, the 
patient is given a large dose of penicillin and 
then launched on a trip to a neighboring bospital. 
(Penicillin is bactericidal, a most desirable qual- 
ity; but if given before material for culture has 
been obtained, it can completely negate attempts 
to isolate the organism.) If compelled to begin 
therapy before obtaining culture material, one 
might well consider the use of sodium sulfadi- 
azine rather than penicillin. Sulfadiazine is a 
broad-spectrum bacteriostatic agent capable of 
producing high intrathecal levels in a very short 
time, and it is less likely to interfere with the 
recovery of organisms in subsequent culture 
attempts. We must constantly remind ourselves 
that when a child with meningitis has been given 
antibiotic therapy prior to examination of the 
spinal fluid, the result may be a suppressed, 
partially treated meningitis with spinal fluid 
changes that suggest a virus encephalitis (aseptic 
meningitis). Misinterpretation can lead to tragic 
failures in management. 


PANDY’S TEST 


To test for increased spinal fluid protein, one 
needs only Pandy’s solution (prepared by dissolv- 
ing 8 Gm. of phenol crystals in 100 ml. of warm 
distilled water). The Pandy test is done by add- 
ing one drop of spinal fluid to 1 ml. of Pandy’s 
solution in a test tube. An elevation of the pro- 
tein (more than 30 mg. per cent) is indicated if 
an opalescence develops. This precipitate may 
be rated as 1, 2, 3 or 4 plus. The test is usually 
positive in purulent meningitis, and the degree 
of opalescence reflects the degree of increased 
protein present. The spinal fluid sugar determina- 
tion provides valuable information. Usually 
“normal” in virus infections of the central 
nervous system, the spinal fluid sugar (glucose) 
content is typically reduced in bacterial menin- 
gitis, that is, below 50 mg. per cent. Spinal fluid 
glucose levels can be estimated with reasonable 
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accuracy by any physician who has access to Ben- 
edict’s solution. The technique is outlined in 
Table 1. 


INTERPRETATIONS OF SPINAL FLUID 


Interpretive challenges in the examination of 
spinal fluid are numerous. Convulsions can 
stimulate noticeable hyperglycemosis reflected by 
elevations in the spinal fluid sugar, even in the 
presence of extensive bacterial meningitis. These 
facts should be considered when evaluating 
spinal fluid obtained from a child who has had 
preceding convulsive episodes. In viral enceph- 
alitis, the spinal fluid is usually clear and con- 
tains less than 500 cells (frequently less than 100 
cells) per cu.mm. In untreated bacterial menin- 
gitis, one may expect to find 500 to several 
thousand cells/eu.mm. In viral encephalitis, 
one would expect a predominance of lympho- 
cytic cells; whereas, purulent meningitis usually 
presents a higher percentage of polymorpho- 
nuclear cells. In early encephalitis, the spinal 
fluid protein level is usually normal or very 
slightly elevated (negative or faintly positive 
Pandy’s test). Bacterial meningitis presents an 
early and definite elevation of the protein level 
(strongly positive Pandy) that is proportionate 
to the increased number of cells present. The 
principal exceptions to these statements would 
be found in: (1) cases of partially treated bacterial 
meningitis where the spinal fluid findings may be 
indistinguishable from virus encephalitis, and 
(2) in cases of tuberculous meningitis where the 
spinal fluid is clear or “ground glass” in appear- 
ance, the cell count is relatively low (less than 
500 cells), but tke protein is quite elevated and 
the sugar is low. Every child with meningitis or 
encephalitis should routinely have a chest x-ray 
and a tuberculin test since these procedures will 
nearly always assist in making the correct diag- 
nosis if tuberculosis is present. 

In summary, identification of the etiologic 
agent depends on adequate examination of the 
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TABLE 1, 


Test for Estimating Sugar Content in Spinal Fluid 


Milligrams sugar /100 ce. 
Tube Spinal 
Number Fluidec. 50 40-50 30-40 20-30 10-20 10 


Reduction of 1 cc. of Benedict's solution 


1 0.05 + 0 0 0 0 0 
2 0.1 + + 0 0 0 0 
3 016 + + + 0 0 0 
0.2 + + 0 0 
5 0.25 + + + sy + 0 
6 0.00 0 0 0 0 0 0 


One cc. of Benedict's solution is placed in each of six test tubes. Using 
a tuberculin syringe or pipette, introduce the amount of spinal fluid 
indicated in the table, with Tube 6 serving as a control. Number the 
tubes and place in boiling water for 10 minutes. Interpret the reduc- 
tion of the Benedict’s solution according to the table. 

(Source: Alexander, Hattie E., Treatment of Purulent Meningitis, 
ADVANCES IN PEDIATRICS, Vol. 2, Interscience Publishers, Inc., 
N.Y.) 


TABLE 2. 
Schema for Combined Antibiotic Therapy 
of Unidentified Purulent Meningitis 
Dose and Dosage Days of Therapy 
PENICILLIN 
Intravenous 
1,000,000 units daily*.............. 1 
Intramuscular 
1,000,000 units, b.id............... 
SULFADIAZINE 
Intravenous 
(5% sodium salt) 1 gr./Ib.......... 1 
al 
(tube p.r.n.) 1.5 gr:/lb./day 
CHLORAMPHENICOL 
Parenteral 
(I.V. or I.M.) hemisuccinate salt.... 1 2 3 
Oral (after third day—according to age) 
Newborn—10 mg./lb./day ......... € 6-6 7 
Infant—20 mg./Ib./day............ 466 % 
Child—50 mg./lb./day............. 4 § 
STREPTOMYCIN 
Intramuscular 
40 mg./kg. (20 mg./Ib.) 


* In pneumococcal meningitis the dose is 10-to 12,000,000 units a day. 

** Tf tuberculosis is strongly suspected, streptomycin should be con- 
tinued. As soon asthe etiologic organism is identified, the “‘combined”’ 
approach may be replaced by the most appropriate antibiotic or 
antibiotics. 
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cerebrospinal fluid. Cerebrospinal fluid should 
be obtained before antibiotic or chemotherapy 
has been started. Any physician anywhere can 
obtain cultures, do smears, cell studies, protein 
and glucose determinations. 


Selection of Therapeutic Agents 


Only when the etiologic organism is known can 
one properly select appropriate therapeutic 
agents. If prompt identification of the responsible 
infecting organism is not possible, initial therapy 
must be based on clinical judgment—and this is 
just as true in the medical center as in the outly- 
ing community. Fortunately, an informed phy- 
sician can usually exercise such judgment with a 
fair degree of confidence. 

Numerous factors enter into the formulation of 
a plan for treating a child with unidentified bac- 
terial meningitis. Age group peculiarities are 
particularly significant. In the newborn, Esche- 
richia coli is the most common etiologic factor in 
meningitis; yet, at any other time in life, it is 
almost never encountered. Other organisms 
associated with neonatal meningeal infections 
include staphylococcus, streptococcus, pneumo- 
coccus, Proteus, Pseudomonas and _ Listeria. 
They must always be considered as possibilities. 

After the first month of life and through the 
first two te three years, Hemophilus influenzae 
becomes the most likely organism to be isolated 
from the spinal fluid. Although, in this age group, 
staphylococcus, pneumococcus, streptococcus 
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and the tubercle bacillus are encountered less fre- 
quently than H. influenzae, they must be con- 
sidered as possible offenders in planning therapy. 
In children over 3 years of age, the meningococ- 
cus provides the most frequent cause of meningi- 
tis; but in some parts of the country, tuberculous 
meningitis has an equa! or even greater incidence. 
As in the other age groups, any pathogenic or- 
ganism can be responsible and our old friends the 
pneumococcus, staphylococcus and streptococ- 
cus head the list of possibilities. 

One might be tempted to select an antibiotic 
that is most effective against the organism most 
frequently associated with meningitis in a given 
age group. Because the chances of being mistaken 
are great, we must choose a combination of thera- 
peutic agents calculated to control any one of the 
potential pathogens until specific diagnosis can 
be determined. Penicillin, chloramphenicol, sulfa- 
diazine and streptomycin are universally available 
and when used in combination, provide an, as yet, 
unexcelled time-proven method for the treatment 
of unidentified bacterial meningitis in childhood. 
The logic of this grouping becomes apparent 
when we consider the specific attributes of each 
agent (Table 2). 


PENICILLIN 


Penicillin, still the best of bactericidal agents, 
has retained its abilities to eradicate streptococci 
and is actively effective against pneumococcus 
and meningococcus. Penicillin is effective, but 
less so, against H. influenzae and staphylococcus. 


JAMES L. DENNIS, m.pD., an associate Academy member, is medical direc- 
tor and director of education, Children’s Hospital of the East Bay, Oakland, 
Calif., and a lecturer in pediatrics, University of California School of 
Medicine. A University of Oklahoma graduate, Dr. Dennis was in general 
practice prior to taking a pediatric residency at the University of Texas. 
He helped activate the California Academy of General Practice and served 
on its first Board of Directors. A speaker at the 1959 Assembly, Dr. Dennis 
is on GP’s Editorial Advisory Board and on the specialty editorial board of 
Postgraduate Medicine. 
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TABLE 3. 


Pediatric Doses and Spectra for Other Chemotherapeutic Agents 
Sometimes Useful in Meningitis 


Agent Route and Dosage Most Effective Against Toxic Effect 
Erythromycin (Ilotycin®) Oral: Staphylococcus Fever 
20 mg./lb./day in four doses Pneumococcus Nausea 
Intravenous: Streptococcus Vomiting 
15 mg./Ib./day in two doses (0.5 mg./ce.) 
Novobiocin (Albamycin® ) Oral: Staphylococcus Fever 
15 mg./lb./day in four doses Proteus vulgaris Dermatitis 
Intravenous or Intramuscular: Granulopenia 
10 mg./Ib./day in two doses Eosinophilia 
Neomycin Oral: E. coli Nephrotoxic 
50 mg./Ib./day in four doses Staphylococcus 8th nerve 
Intramuscular: Streptococcus Deafness 
4 mg./lb./day in four doses Proteus vulgaris 
Ristocetin (Spontin®) Intravenous: Staphylococcus Diarrhea 
- 12 mg./Ib./day diluted; in two doses Streptococcus Dermatitis 
Neutropenia 
Fever 
Nitrofurantoin (Furadantin®) Oral: E. coli Nausea 
5 mg./lb./day in four doses Proteus Dermatitis 
Intravenous: Pseudomonas Central nervous 
3 mg./lb./day diluted; in two doses system disturb- 
ance 
Polymyxin Intramuscular: Pseudomonas Albuminuria 
1 mg./lb./day in three doses E. coli Headache 
Isoniazid (INH®) Oral: Tuberculosis Hyperreflexia 
8 mg./Ib./day in four doses Convulsions 
Intramuscular: Constipation 
5 mg./Ib./day in two doses 
Tetracyclines Oral: ° Pneumococcus Vomiting 
10-20 mg./lb./day in four doses H. influenzae Diarrhea 
Intravenous: (slight to moderate Monilial infection 
6 mg./lb./day in two doses effect on any 
organisms) 
GP — August 1961 108 


. 
: 


The Practitioner and 
Meningitis in Childhood 


For other than pneumococcal meningitis, the 
dosage schedule for penicillin is 1- to 3,000,000 
units per day. In pneumococcal meningitis, 10- to 
12,000,000 units a day intravenously for three 
days may be required ; this is followed by 1,000,000 
units intramuscularly for another four days. The 
objective is to eliminate the infecting organism 
in the shortest time possible. This is thought to 
minimize the emergence of resistant strains of 
organisms and to limit the postmeningeal com- 
plications of subdural effusions and plastic exu- 
dates. 


CHLORAMPHENICOL 


Chloramphenicol is the drug of choice for H. 
influenzae infections and most strains of the colon 
group of organisms; it remains an excellent anti- 
staphylococcal agent. The remute possibility of 
producing blood dyscrasia cannot be a deterrent 
to its short-time use in any case of meningitis. 
The drug is cumulative in the premature and 
newborn infant and dosage must be carefully con- 
trolled. The premature and neonate should not 
receive more than 25 mg./kg./day (10 mg./Ib.). 


During the first few months of life, the maximum: 


dose is 50 mg./kg./day (20 mg./Ib.), but older 
infants and children with meningitis usually re- 
quire at least 100 mg./kg./day (50 to 60 mg./Ib.). 
Chloramphenicol hemisuccinate (Chloromycetin 
hemisuccinate®) is now available for intravenous 
and parenteral use. Oral medication may be used 
after initial therapy and when the child is cooper- 
ative. Chloramphenicol should not be used for 
more than a seven-day period. Blood counts 
should be followed during this time. 


SULFADIAZINE 


Sulfadiazine remains the drug of choice for the 
treatment of meningococcal infections, and it is 
effective against many strains of colon, pneumo- 
coccus, streptococcus and H. influenzae or- 
ganisms. Sulfadiazine is bacteriostatic rather 
than bactericidal and part of its effectiveness is 
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the result of its ability to diffuse so quickly into 
the spinal fluid. In meningitis, an initial dose of 1 
gr./Ib. of body weight should be given paren- 
terally in the form of a 5 per cent solution of the 
sodium sulfadiazine. (When this is given in sixth 
molar lactate solution, the urine will be kept on 
the alkaline side to reduce the likelihood of 
hematuria.) Subsequent oral doses should provide 
0.1 Gm. (1.5 gr.) per pound per day given at 
four-hour intervals for seven days. Sulfonamides 
are not advisable for the newborn infant. 


STREPTOMYCIN 


Streptomycin is bactericidal but has a very 
limited spectrum and a talent for producing re- 
sistant strains of organisms. It is no longer effec- 
tive against the colon organisms but remains the 
drug of choice for tuberculous meningitis and is 
useful against H. influenzae. When used, it should 
be given in doses of 40 to 50 mg./kg. (20 mg./Ib.) 
each day. Unless the meningitis proves to be 
tuberculous, streptomycin should not be given 
for more than the first four daysof therapy. Many 
believe that streptomycin should be reserved for 
only proven cases of tuberculous meningitis. Re- 
ports by Shambough (JAMA, 170:1657, 1959) 
indicate that dihydrostreptomycin has often pro- 
duced deafness, even when used for relatively 
short intervals. It is evident that streptomycin is 
preferable to dihydrostreptomycin in the treat- 
ment of meningitis in children. 

The combined antibiotic approach to unidenti- 
fied bacterial meningitis provides the physician 
in the remote areas of our nation with a powerful 
tool for reducing the mortality from this all too 
frequently fatal illness. Once the etiologic agent 
has been identified, appropriate, specific agents 
may be used and the combined approach modified 
or abandoned. Where possible, it is desirable to 
perform sensitivity tests since these may indicate 
resistant organisms and the need to utilize one of 
the many new agents that will have remained 
available and effective. 
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Conclusions 


It should be possible to successfully treat 
virtually all cases of bacterial meningitis in child- 
hood. The technical advantages of the medical 
center specialists are greater in appearance than 
in fact. A physician, whether in a university 
hospital or in a remote mountain hamlet, tust 
always confirm an early clinical impression of 


meningitis by lumbar puncture, and regardless 
of locale, he can and must attempt to identify 
the responsible agent. Often, it will be necessary 
to begin therapy before definitive diagnosis can 
be made. A combination of therapeutic agents 
for the treatment of unidentified purulent men- 
ingitis has proved to be very effective. Newer 
antibiotics are reserved for circumstances in 
which they may have a specific superiority. 


Carotid Artery Occlusion 


SILVERSTEIN has recently discussed the diag- 
nostic criteria for carotid artery occlusions. He 
points out that interest in carotid occlusive 
disease has been considerably stimulated by 


‘recent reports of successful therapy. Since such 


therapy has proved to be more valuable when be- 
gun early in the disease, prompt diagnosis of a 
carotid occlusion seems mandatory. The discus- 
sion makes use of 50 patients all proven to have 
carotid occlusion by arteriography, surgery or 
autopsy. The usual signs and symptoms pro- 
duced by an occlusion of the carotid artery may 
be indistinguishable from those observed with 
other cerebral lesions. For example, the acute 
onset of a hemiparesis or the presence of head- 
ache or focal seizures may all suggest several 
diagnoses including carotid artery occlusion. 
Furthermore, the variability of the clinical 
picture is emphasized by the many patients who 
suffer completely asymptomatic occlusions with- 
in the carotid tree. There are, however, certain 
features which may suggest the diagnosis. 
Transient monocular blindness is a classical 
manifestation but is seen rarely in patients with 
carotid artery occlusions. In the present series, 
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only 10 per cent of the patients exhibited this 
sign. Ipsilateral optic atrophy is another helpful 
sign when presént but was found in only 2 per 
cent of the present series. Other signs of relatively 
rare occurrence, regardless of the emphasis placed 
upon them by textbooks, include an ipsilateral 
Horner’s syndrome, dilatation of the superficial 
vessels of the face on the side of occlusion, re- 
current cerebral episodes, carotid or intracranial 
bruit and the production of cerebral symptoms 
by compression of the contralateral carotid 
artery. 

On the other hand, a procedure of great diag- 
nostic value was ophthalmodynamometry. This 
simple technique for studying the central retinal 
artery pressure proved diagnostic in 70 per cent 
of the present series, in that a significant differ- 
ence in retinal artery systolic pressure was found. 
The occluded side shows the lower pressure. The 
ultimate diagnostic procedure is angiography. 
The author warns that nonfilling of the internal 
carotid artery must not be diagnosed as occlusion 
until a picture is made showing the tip of the 
needle in the proper position. The author pre- 
sents pictures to illustrate a false diagnosis of 
carotid artery occlusion because of improper in- 
sertion of the needle or insertion of the contrast . 
media into the sheath of the vessel. 
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Each year members of a different well-known medical faculty 
prepare articles for this regular GP department. 
This is the second of twelve from Tufts University. 
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Practical Therapeutics 


JAMES D. C. GOWANS, m.p. 


Tufts University School of Medicine 
Boston, Massachusetts 


THE TERM rheumatoid arthritis is somewhat mis- 
leading. It is the accepted and official name for 
the familiar, generalized disease which principally 
affects connective tissues. Because of its pre- 
dilection for joints, this inflammatory process 
threatens to cripple its victims. It is usually 
attended by signs and symptoms of systemic ill- 
hess which vary from a mild increase in fatiga- 
bility to high fever, weight loss, weakness and 
prostration. Although the most familiar abnor- 
Malities occur in joints, critical lesions occur in 
Other tissues. These lesions may require special 
therapeutic measures. Such foci of inflammation 
are found in the skin, fasciae, tendons, tendon 
sheaths, muscle, bone, serous membranes, heart 
and blood vessels, peripheral nerves, eyes and 
other organs. Therefore, systemic rheumatoid 
disease is perhaps a more descriptive name. 
Although the exact incidence of rheumatoid ar- 
thritis is unknown, population surveys (mainly 
from the United States and United Kingdom) are 
beginning to furnish reliable data. These surveys 
Indicate that 2 to 7 per cent of the adult popula- 
tion in some parts of the world may be affected. 
Certainly it is a common disease and one of the 
Most important affecting the public health; it 
is responsible for much misery and disability. It 
@eates serious social and economic problems 
among afflicted persons, their dependents and 
those charged with their support. 

Rheumatoid arthritis may appear at any age. 
Ih the Boston Dispensary Arthritis Clinic, the 
youngest victim was 2 years old; the oldest was 
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90. However, it usually attacks those in the prime 
of life at the height of their economic, maternal 
and homemaking responsibilities. Women are 
more frequently affected and fare somewhat 
worse than men. 

In evaluating the therapeutic results, the phy- 
sician must remember that the course of the 
disease is subject to wide fluctuations with un- 
predictable remissions and exacerbations. It may 
result in self-limited attacks of only a few weeks’ 
duration or may continue for a lifetime. Such 
spontaneous changes have been responsible for 
unsubstantiated drug and modality claims. 


Present-Day Therapy 


The status of present-day therapy is obviously 
unsatisfactory. Since the etiology is totally ob- 
scure, specific methods of treatment are not 
available. However, the undue pessimism and 
hopelessness in many lay and professional circles 
are not justified. With proper advice and careful 
management, most patients will continue to live 
effective and productive lives. For best results, 
comprehensive and carefully individualized pro- 
grams are used to control the disease activity and 
prevent articular damage and deformity. Never 
rely on one single drug or combination of drugs. 
This frequent error still causes much avoidable 
crippling. Since rheumatoid spondylitis has been 
discussed in GP (July, 1960), my remarks will be 
confined to peripheral joint disease. 


Initial Patient Evaluation 


A thorough initial history and examination 
provide a firm foundation for any patient- 
physician relationship. When the patient is 
chronically ill, this relationship is particularly 
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important since the association may last many 
years. Diagnosis must be definitely established 
and patients should be carefully screened for con- 
comitant diseases easily overlooked in the pres- 
ence of a chronic multisystemic disorder. An ac- 
curate record of joint swelling, tenderness, de- 
formity, pain on motion and range of motion is 
needed. Radiograms of affected joints should be 
obtained and are helpful in following the pro- 
gression of articular damage. 

Each patient’s emotional make-up, nutritional 
status, social and economic background, occupa- 
tion, habits and responsibilities must be recorded. 
These factors may influence the course of the 
disease and affect the patient’s capacity to accept 
treatment. 


Patient Adaptation to the Disease 


In his approach to this crucial problem, the 
physician must be prepared to give advice and 
guidance in sensible, general terms. He should be 
familiar with the ancillary services which supply 
social, financial, psychologic and vocational aid. 
Assistance is generally available through various 
private and public agencies such as the Arthritis 
and Rheumatism Foundation, departments of 
public welfare, state rehabilitation commissions, 
as well as established arthritis clinics and hos- 
pitals. Working conditions should be adjusted to 
the disease. Too often a person driven by econ- 
omic need persists in an occupation detrimental 
to his disease. Jobs placing undue stress on af- 
fected joints lead to avoidable progression of the 
disease. Long hours, fatigue and worry also have 
an adverse influence on the course of the disease. 
Vocational rehabilitation should start early— 
before the patient is unable to carry on. Thus, a 
longer working life may be preserved to the ulti- 
mate economic gain of the patient even if the new 
job results in lower wages. Also, assistance for a 
housewife at the height of her disease may go a 
long way toward avoiding invalidism later in life. 
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REST 


All persons with active rheumatoid arthritis 
need adequate rest. The amount of rest depends 
on the activity and stage of the disease and the 
patient’s ability and willingness to adjust. Bed 
rest helps control the pain which rarely fails to 
subside. Patients with acute febrile disease or 
noticeable inflammation of joints need bed rest. 
Bed rest is always supplemented by therapeutic 
exercises and never purely passive. Complete bed 
rest should not be prescribed for long intervals 
and patients should be systematically remobilized 
as soon as disease activity abates. If the patient 
has a mild disease, then he may need only go to 
bed early, lead a quiet social life and rest once or 
twice during the day. The temptation to compete 
physically and socially with healthy people must 
be modified. 

Casting and splinting provide local rest to indi- 
vidual joints. Crutches and canes are used for 
partial rest of weight-bearing joints as necessary. 


DIET 


Diets are not effective and so-called therapeu- 
tic diets should be discouraged since they may 
undermine nutrition. Special diets are needed in 


FIGURE 1. Early ulnar deviation in rheumatoid arthritis. 
Note greater deformity in the right (master) hand. 
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obesity and malnutrition. Above average protein 
intake should be advised because of tissue 
wasting. 


HEAT 


Local heat helps relieve pain and stiffness and 
facilitates exercise. Its form should be simple and 
applicable to the home. Enveloping heat, such as 

| hot baths and hot packs, is the easiest and most 
useful method. Commercially available steam 
| §f packs are often satisfactory. 

Lamps, short-wave and other special sources 
| § of heat have little place in practical home pro- 
, § grams and have no additional therapeutic value. 


Deformity 
PREVENTION 


Even though our efforts to halt or turn the 
- @ course of rheumatoid arthritis are clumsy and 
 §f faltering, deformity can be prevented in most 
| cases—yet this is the aspect of management 
most widely neglected by physicians. Skillful 
and sincere physicians often carefully prescribe 
drug therapy but completely neglect the problem 
of deformity. 


. P FIGURE 3. Another habit to avoid. Weight is on the hand as- 
Therapeutic exercises are the cornerstone of 


sisting in rising, forcing fingers in ulnar direction. 


FIGURE 2. An habitual sitting pose of many persons which FIGURE 4. Volar wrist cast in functional position, trimmed to 
fosters ulnar deviation by pull of gravity. allow free use of fingers. 
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deformity prevention. Each patient must be per- 
suaded to accept exercise programs as part of his 
daily life. Normal functional usage is no substi- 
tute; it may cause or aggravate deformity. Em- 
phasis must be placed on exercising muscle 
groups that oppose the direction of usual de- 
formities (extensors rather than flexors). They 
should be performed strongly and deliberately; 
however, if the inflammation is acute, the exer- 
cises should be gentle and assisted, if necessary. 
A skilled physical therapist can help the doctor 
supervise treatment. Posture and positioning in 
repose need close attention. Low pillows, firm 
beds, sandbags and casts are important in proper 
positioning. Examples of hand positions which 
tend to produce ulnar deviation are shown in 
Figures 1 through 4. 


CORRECTION 


Restoring function is much more difficult than 
preventing deformity. Early deformity may yield 
to persistent therapeutic exercises. Knee deform- 
ities of about six months’ duration or less may be 
corrected by plaster of paris serial casts and exer- 
cises (Figure 5). Forcible correction by manipula- 
tion, wedges and turnbuckles should not be used 
because such procedures only lead to further 
damage and instability. Deformities can often be 
corrected by skilled orthopedic surgeons. The 
need for reconstructive surgery reflects failure of 
the medical program. 


Drug Treatment 


Only five drugs need detailed consideration: 
the salicylates, phenylbutazone, “‘antimalarials,”’ 
gold and the corticosteroids. This oddly assorted 
group has little in common. All are potentially 
toxic and their use is purely empiric. 


THE SALICYLATES 


Salicylates should be given first in maximum- 
tolerated dosage and for a sufficient length of 
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time before resorting to other drugs. When an- 
other drug is chosen, it should be given in addi- 
tion to, not instead of, salicylates. Physicians 
must determine each patient’s drug tolerance be- 
cause sometimes they prescribe dosages that are 
too small. The first dose should be taken when 
the patient awakens and the last dose at bedtime. 
The patient should take the salicylates at four- 
hour intervals during the day. If the patient has 
an active disease and much pain during the night, 


FIGURE 5. Flexion deformities of the knees corrected by bi- 
valved plaster casts reapplied at weekly intervals. Casts were 
removed daily for four one-half hour periods for supervised 
exercises. 
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an additional dose is given in an effort to main- 
tain constant serum levels. Adults are started on 
0.6 Gm. (10 gr.) of aspirin at four-hour intervals 
for five doses daily. The dosage is increased slowly 
until mild salicylism results. Then it is kept just 
short of salicylism. The amount tolerated varies 
between 3 and 10 Gm. daily. Most adults will 
need 4 to 7 Gm. 

The preparation of the salicylate used is less 
important than the dosage. If digestive symp- 
toms occur, the doctor should try, in sequence, 
buffered aspirin, enteric coated preparations and 
liquid choline salicylate—or give the medication 
with food or milk. If there is a history of ulcer or 
bleeding occurs, enteric coated tablets or choline 
salicylate should be used. Enteric coated sodium 
salicylate seems to induce the lowest incidence 
of occult bleeding. When enteric coated tablets 
are used, absorption problems may arise and 
blood levels should be checked. Morning serum 
levels of at least 15 mg. per cent are advised 
though many patients tolerate higher levels. Spe- 
cial care is needed in children in whom salicylism 
is much less obvious than in adults. When salicy- 
lates are used this way, they are valuable for 
their analgesic and mild anti-inflammatory prop- 
erties. A few patients cannot take salicylates be- 
cause of allergic reactions and a substitute such 
as phenacitin or phenylbutazone may be needed. 
However, certain patients allergic to aspirin can 
tolerate nonacetyl preparations without such 
disturbances. 


PHENYLBUTAZONE 


This analgesic and anti-inflammatory agent 
has little therapeutic advantage over salicylates 
in peripheral joint disease. Since it involves the 
risk of bone marrow depression and has been re- 
sponsible for a number of deaths, its frequent use 
is scarcely justified. However, occasional use in 
patients who cannot tolerate salicylates is reason- 
able. Patients taking phenylbutazone must be 
carefully supervised. 
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Phenylbutazone also may lead to sodium and 
water retention, risking congestive failure in the 
presence of heart disease. It may also cause peptic 
ulcer. 


ANTIMALARIAL DRUGS 


Chloroquine and hydroxychloroquine are grad- 
ually establishing respectable positions in the 
treatment of rheumatoid arthritis. The action of 
these drugs is slow and uncertain but they have 
shown antirheumatic properties in rigidly con- 
trolled trials. I use these drugs in my clinic when, 
after a reasonable length of time, the so-called 
basic program (including full dosage of salicy- 
lates) fails. The length of time varies with the se- 
verity of the disease but three months is about 
average. Chloroquine is then used in addition to 
other measures earlier described. A dose of 250 
mg. (or 200 mg. hydroxychloroquine) is given 
once daily and results are observed. It will be 
several weeks before improvement is seen. If the 
patient does not improve in three months, the 
dose is doubled. If there is still no improvement 
in another three months, the drug is discontin- 
ued. The exact number of patients who benefit is 
uncertain ; different studies indicate improvement 
is between 30 and 50 per cent. Therefore, benefits 
may be expected in a number of patients who fare 
poorly on the basic program. 

Chloroquine is toxic, but irreversible toxicity is 
yet to be reported when the drug is used as out- 
lined previously and stopped if side effects are 
sufficiently severe. These side effects include skin 
rashes, alopecia, change in color of the hair, 
giddiness, blurred vision, headaches, neurologic 
abnormalities and occasionally anemia or leuko- 
penia. When side effects are mild, dose reduction 
may be all that is needed; but, when severe, the 
drug must be discontinued. Patients need to be 
alerted to possible side effects. About every six 
weeks, the patient should be examined and blood 
counts obtained. 

Chloroquine and its derivatives can be given 
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orally, do not cause irreversible side effects and 
lessen the number of follow-up visits. However, 
some authorities suspect that the prolonged use 
of chloroquine may cause retinopathy. There- 
fore, they recommend that the drug be discon- 
tinued after two years. 


GOLD SALTS 


Gold preparations were introduced for treating 
rheumatoid arthritis over 30 years ago. However, 
the indications and value of these compounds are 
controversial. This indicates that chrysotherapy 
leaves much to be desired. Even so, it is generally 
agreed that gold therapy is valuable. The first 
satisfactory controlled study became available in 
1960. The British Empire Rheumatism Council, 
through a carefully prearranged plan, compared a 
gold-treated group of 100 patients with 100 
placebo-treated patients. The superiority of gold 
therapy was shown by many subjective and ob- 
jective indices of improvement. However, x-ray 
progression was equal in the two groups, thus 
raising further questions as to the degree of ulti- 
mate benefit. Most authorities agree that the 
main indication for gold therapy is active disease, 
not reasonably controlled by conservative man- 
agement. 

I believe gold should be reserved for patients 
who fail to respond to chloroquine and its deriva- 
tives. Gold is not helpful in advanced and rela- 
tively inactive disease. It should not be given to 
patients with anemia and leukopenia (unless 
clearly due to rheumatoid disease), liver disease 


and renal disease. It may be given without undue 
risk to patients with incidental skin rashes, preg- 
nant women and children. Salts containing 50 
per cent gold, such as gold sodium thiomalate and 
gold sodium thioglucose, are best. 

Patients selected for gold therapy are given one 
or two test doses of 10 to 25 mg. to detect idio- 
syncrasies then continued on intramuscular injec- 
tions of 50 mg. weekly until they respond satis- 
factorily. If remission occurs, injections are 
spaced two or three weeks apart and continued 
for another six to 12 months. If there is no defin- 
ite response in six months, the gold therapy is dis- 
continued. Patients are examined weekly for 
signs of toxicity; blood counts and urinalyses are 
obtained monthly. Toxicity is common and 
usually manifested by skin rashes, mucous mem- 
brane lesions, diarrhea, hepatitis, albuminuria, 
microscopic hematuria, anemia and leukopenia. 
If there is any evidence of toxicity, administra- 
tion of the drug is interrupted. If toxicity is se- 
vere, the drug is discontinued. Toxicity may be 
treated with BAL or corticosteroids. Mild tran- 
sient albuminuria is common in the early stages 
of the treatment. It will often prove to be tran- 
sient but should be watched closely. 


CORTICOSTEROIDS 


These are the most powerful anti-inflamma- 
tory agents known. The dramatic advent of cor- 
tisone in 1949 elated the medical profession and 
the public alike with the hope that another dread 
disease had lost its terror. However, it soon be- 
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came apparent that this hormone exacted a 
heavy toll. First, the pocketbook suffered (and 
still does); then, with prolonged use, there were 
serious complications and occasional fatalities. 
These are still increasing. Complications include 
Cushing’s syndrome, psychoses, diabetes, hyper- 
tension, masking of infections, osteoporosis, frac- 
tured vertebrae, gastric ulcer, cataract, muscle 
weakness and wasting and necrotizing vasculitis. 
Yet, steroids are widely used as first choice drugs 
with no better indication than joint pain. Patients 
live under constant threat of adrenal failure 
when exposed to stress. If corticosteroids im- 
proved the long-term outlook of rheumatoid 
patients, these risks might be reasonably accepted 
since they can mostly be minimized by care and 
vigilance. Unfortunately, there is little to suggest 
that steroid-treated patients fare better in the 
long run than those receiving conservative man- 
agement. Therefore, their routine use or their use 
before other measures have been thoroughly 
applied cannot be justified. Most experienced 
rheumatologists use steroids very sparingly. 
Steroids should never be prescribed for rheu- 
matoid arthritis unless there are definite indica- 
tions such as: (1) severe acute rheumatoid arthri- 
tis with a high fever which does not respond in a 
reasonable time (three to four weeks) of conserva- 
tive management in a hospital; (2) anorexia, 
weakness and weight loss approaching cachexia; 
(3) severe uveitis or scleritis threatening sight, 
or (4) pericarditis with effusion and occasionally 
pleuritis. Beyond these specific instances, definite 
indications are difficult to establish. It is often 
suggested that steroids be used to level off exacer- 
bations but the notion that steroids can be used 
for short periods is usually fallacious and for- 
midable problems of withdrawal arise. It is often 
suggested that steroids be used to help a wage 
earner or housewife continue working. The wis- 
dom of such use is questionable. Yet, if the physi- 
cian recommends steroids for this purpose, he 
should explain the possible long-term benefits, the 
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TABLE 1. 


Drugs in Actual Use in September, 1960, 
Boston Dispensary Arthritis Unit 


Sali- 
cylates Anti- 
only malarials 


Number of 
Patients 129 27 


*This figure includes many patients already receiving steroids on 


admission. Withdrawal was advised in most instances. 


involved risks and the alternative approaches 
including vocational rehabilitation. 

Alterations of the cortisone molecule have not 
definitely overcome the more serious side effects. 
Compounded tablets containing small amounts 
of steroids are not recommended. If steroids are 
used, the minimal amount needed is given and 
attempts are constantly made to reduce the dos- 
age or discontinue the drug completely. Clinically 
obvious hypercortisonism is undesirable. 

Intra-articular steroids carry no systemic risk 
but have little influence on the course of the 
disease. They ameliorate particularly painful 
episodes in one or more joints. Their repeated use 
may cause accelerated articular damage. 

Topical steroids may control mild inflamma- 
tory eye disease. 

Corticotropin has similar disadvantages and in 
addition must be injected daily. 


Hospital Admission 


Admission to a general or specialized hospital 
is sometimes necessary or advisable. Patients 
with severe, active disease, especially if febrile, 
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are more readily treated in hospitals unless home 
conditions are unusually favorable. When the de- 
formity is progressive and threatening in spite of 
a strict home program, admission for closely su- 
pervised medical and physical therapy often re- 
verses the trend. When deformity has occurred 
but is still judged reversible, admission for physi- 
cal therapy, casting and orthopedic measures 
may salvage a patient or prevent total invalid- 
ism. Even when disease is advanced with much 
deformity, admission to a fully-staffed and fully- 
equipped arthritis treatment unit may achieve 
goals such as increasing personal independence 
and even limited rehabilitation which would be 
impossible at home. Admission is also required 
when anemia is severe enough to require transfu- 
sion for pericarditis, other acute visceral mani- 
festations and reconstructive surgery. One of the 
best prognostic events in the life of a rheumatoid 
patient is admission to a hospital within the first 
year of the disease. 


Miscellaneous Forms of Treatment 


Alkylating agents such as nitrogen mustard 
are used in some centers and may be capable of 


temporarily suppressing acute exacerbations. 
Hyperthermia or typhoid vaccine will briefly 
reduce disease activity. Removal of infectious 
foci has no predictable effect on the course of 
rheumatoid arthritis and indications for such 
measures are the same as for nonrheumatoid 
patients. Blood transfusions help correct notice- 
able anemia when present. 


Closing Comments 


This article, outlining a program for manage- 
ment of the patient with rheumatoid arthritis, 
gives perspective to different measures known or 
believed to be useful. The physician must under- 
stand that (1) individualized long-term programs 
are required and (2) he must not rely on drug 
therapy alone. Despite the serious nature of 
rheumatoid arthritis, the physician who accepts 
patients for long-term guidance and who pays 
attention to every detail will find the experience 
rewarding. 


A coupon for ordering a bibliography accompanying this 
article may be found adjaceni to the Index to Advertisers. 


HERE’S A HELPFUL HINT... 


us About Cleaning Syringes Before Sterilizing 


RINSE SYRINGE and needle in tap water, then soak for a few minutes in a solution of 
potassium hydroxide in water (two whole sticks of potassium hydroxide to one-half 
pint of water). If the injected material is oily, the syringe and needle should first be 
soaked in a household detergent and then rinsed, before using the potassium hydroxide 


solution. 
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Phenylketonuria 


THE DIAGNOSIS of phenylketonuria should be sus- 
pected when mental deficiency is combined with 
one or more characteristics of a symptom com- 
plex that includes light hair, fair skin, blue eyes, 
eczema, seizures and abnormal EEG’s. 

However, a number of cases have been ob- 
served in children who had the biochemical find- 
ings characteristic of phenylketonuria without 
impaired mental ability. Sutherland and her col- 
leagues describe two cases of this kind. Both had 
the biochemical characteristics of phenylketo- 
nuria, one with normal mental ability and the 
other with nearly normal mental ability. How- 
ever, these patients had abnormal psychomotor 
and psychologic behavior patterns. These may 
be summarized as follows: (1) dull, expression- 
less faces with “far-away, hazy looks’; (2) nega- 
tivistic behavior, refusal to perform tasks, un- 
friendliness and stubbornness; (3) apprehensive 
behavior, fear of simple objects, persons, new 
situations and new places; (4) emotional out- 
bursts, quarrelsomeness, temper tantrums and 
easily upset over minor incidents, and (5) speech 
disturbances, delayed onset of speech, difficulty 
in pronouncing consonants and speech difficult 
to understand. 

These authors emphasize the importance of 
realizing that the illness manifests itself in other 
ways than mental retardation and the signs de- 
scribed previously. This fact may permit the dis- 
covery of the disorder and of the gene in families 
that do not have retarded members. Recognizing 
this abnormal trait in a family may lead to the 
prevention of the disease by appropriate advice. 
In one of the patients described, a diet restricted 
in phenylalanine brought about alleviation of the 
psychomotor and psychologic agitation. This pa- 
tient was over 7 years old. This suggests that 
dietary therapy in older phenylketonuric chil- 
dren may be beneficial. (Journal of Pediatrics, 
October, 1960, p. 521.) 
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Tips from 


Other Journals 


Syringe-Transmitted Tuberculosis 


HEYCOCK AND NOBLE describe four infants with 
primary tuberculous lesions of muscle developing 
after penicillin injections. All these patients had 
been treated in the same hospital with repeated 
intramuscular injections of penicillin in the thigh 
or buttock. It was subsequently discovered that 
the hospital nurse had developed open pulmonary 
tuberculosis and that she had given some of the 
injections to the four infants. 

Each patient had induration in the affected 
muscle and discoloration of the overlying skin. 
The diagnosis rested upon positive tuberculin 
tests, the chronicity of the lesions and eventually 
upon isolation of tubercle bacilli. The authors be- 
lieve that tubercle bacilli were coughed onto the 
skin by the infected nurse and driven into the 
muscles by the passage of the needles. (T'ubercle, 
March, 1961, p. 25.) 


Absence of Beta-Lipoprotein 


SALT AND ASSOCIATES report a 17-month-old girl 
with steatorrhea who was found to have no 
serum beta-lipoprotein. She had a corresponding 
lowering of cholesterol (22 mg. per 100 ml.) and 
phospholipid (45 mg. per 100 ml.). No particulate 
fat (chylomicrons) appeared in the plasma after a 
fat meal. Plasma vitamin A was grossly deficient 
and the carotenoids were absent. 

Further investigation of the steatorrhea ex- 
cluded both celiac disease and fibrocystic disease 
of the pancreas. The red blood cells demonstrat- 
ed the phenomenon of acanthocytosis (sharp- 
pointedness). In both of the infant’s parents and 
one grandparent, the beta-lipoprotein was re- 
duced to about one-half its normal level. 

The syndrome, designated alpha-beta-lipopro- 
teinemia, is regarded as an inborn error of meta- 
bolism with a recessive mode of inheritance. 
(Lancet, August 18, 1960, pp. 325-29.) 
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Precautions and Centraindications 

Although there have been no reports of significant toxic reactions 
to Preludin, on theoretical grounds it should net be given to pa- 
tients with severe hypertension, thyrotoxicosis or acute coronary 


disease. 
Preludin may be used with caution in cases of moderate hyper- 
tension and cardiac decompensation. 


Preludin®, brand of phenmetrazine hydrochloride. 
Under license from C. H. Boehringer Sohn, Ingetheim. 


ablets a 
Endurets® 


brand of phenmetrazine HC! prolonged-action tablets 


an oxazine... 
not an amphetamine 


Unsurpassed Effectiveness 

in all controlled clinical studies, Preludin has 
produced impressively greater weight loss 
than placebo tablets regardless of the de- 
gree of enforcement of dietary restriction. 
Exceptionally High Tolerance 

Reports are numerous of successful use of 
Preiudin in cases intolerant of other anorex- 
iants. 

Flexibility of Dosage 

Available as scored tablets of 25 mg. for 
b.i.d. or t.i.d. administration and also as 
Endurets®, 75 mg., for once daily administra- 
tion. 


Geigy Pharmaceuticals 
Division of Geigy Chemical Corporation 


Ardsley, New York 
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Scleroderma and Malabsorption 


HORSWELL AND HIS COWORKERS presented a brief 
ease report of a 59-year-old woman who had mal- 
absorption syndrome. Careful and extensive work- 
up revealed that the patient suffered from sclero- 
derma limited to the small intestine. This is ex- 
tremely unusual since intestinal scleroderma is 
usually a late manifestation and follows the more 
classical signs in the skin, esophagus and duode- 
num. (Gastroenterology, April, 1961, p. 580.) 


Serotonin Levels in Sprue 


PIMPARKAR AND HIS COLLEAGUES have recently 
published an interesting study on the serotonin 
concentrations in the blood of patients with non- 
tropical sprue. Previous authors noted an increase 
in blood serotonin in this disorder; serotonin is 
known to influence intestinal motility. This agent 
appears to augment the peristaltic reflex. 

In the present study, nine patients with non- 
tropical sprue and 20 normal control subjects 
were used. The results clearly indicated that sero- 
tonin levels are increased during the active phase 
of sprue and that the metabolic product of sero- 
tonin is simultaneously found in the urine in in- 
(reased amounts. Clinical remission is accom- 
panied by a return to normal values. The pursuit 
of studies such as this offers a new approach to 
this disabling and little understood disease. (Gas- 
troenterology, April, 1961, p. 504.) 


Vasopressin Treatment 


THE TREATMENT of bleeding esophageal varices is 
far from satisfactory. Shaldon and Sherlock re- 
port the use of 20 units of vasopressin (Pitressin®) 
given intravenously for 10 minutes to control 
hemorrhage from esophageal varices in eight pa- 
tients with hepatic cirrhosis. Portal pressure fell 
an average of 46 per cent in seven patients in 
whom it was determined. In one patient serial 


GP august 1961 


measurements of wedged hepatic-vein pressures 
(see the graph below) showed a return to the basal 
level within 60 minutes. 

Hemorrhage was controlled in all eight patients 
treated with vasopressin. Bleeding did not recur 
in three patients, two of whom subsequently were 
treated by portacaval anastomosis. Hemorrhage 
recurred in five patients and a diminished re- 
sponse to vasopressin was observed. Four patients 
died with massive hemorrhage but the authors 
conclude that this high mortality reflected the 
degree of liver failure rather than the method of 
treatment. No adverse side effects were noted 
and the use of vasopressin is suggested as an 
alternative to the Sengstaken esophageal com- 
pression tube for control of bleeding from esoph- 
ageal varices. (Lancet, July 30, 1960, pp. 222-25.) 
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135 tiny 
doses mean 
smoother 
steroid 
therapy... 


Inthe relatively Slow 
acid medium of Release 
the fasting 

stomach, Medrol 
Medules remain 
essentially intact 
—only 5% of the 
Medrol content is 
released after 2 

hours at pH 1.2. 
However, in the 
environment of 

the duodenum 
(approaching a 

PH of 7.5), from 

90 to 100% of 

the Medrol is 

released over a 

period of 4 hours. 


Absorption 
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in acute allergic 
disorders: 


Judged to be “a nearly ideal formu- 
lation,”* Medrol Medules gave good 
to excellent results in 25 of 28 chil- 
dren with various acute allergic dis- 
orders. “There were no serious side 
effects and minor complaints were 
reported in only two patients." The 
author also found that “there is .a 
definite advantage for Medrol Med- 
ules inasmuch as much smaller doses 
seem able to produce full clinical 
relief. .. 


Indications and effects 

Medrol benefits (anti-inflammatory, anti- 
allergic, antirheumatic, antileukemic, anti- 
hemolytic) have been demonstrated in acute 
rheumatic carditis, rheumatoid arthritis, 
asthma, hay fever and allergic disorders, der- 
matoses, blood dyscrasias, and ocular inflam- 
matory disease involving the posterior segment. 
Precautions and contraindications 

Because of Medrol’s high therapeutic ratio, 
patients usually experience dramatic relief 
without developing such possible steroid side 
effects as gastrointestinal intolerance, weight 


gain or weight loss, edema, hypertension, acne, . 


or emotional imbalance. 

As in all corticotherapy, however, there are 
certain cautions to be observed. The presence 
of diabetes, osteoporosis, chronic psychotic re- 
actions, predisposition to thrombophlebitis, 
hypertension, congestive heart failure, renal 
insufficiency, or active tuberculosis necessitates 
careful control in the use of steroids. Like all 
corticosteroids, Medrol is contraindicated in 
patients with arrested tuberculosis, peptic 
ulcer, acute psychoses, Cushing’s syndrome, 
herpes simplex keratitis, vaccinia, or varicella. 
1. Dugger, J. A.: J. Michigan M. Soc. 59:1812 
(Dec.) 1960. 


Medrol” 


Medules' 


Each capsule contains: Medrol 
(methylprednisolone) 4 mg. 


Supplied in bottles of 30 
and 100. 


COPYRIGHT 1961, THE UPJOHN COMPANY 


The Upjohn Company 
Kalamazoo, Michigan 
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Tips from 
Other Journals 


Recurrence of Symptoms 
After Mitral Valvulotomy 


APPROXIMATELY 70 per cent of well-selected pa- 
tients with mitral stenosis can be expected to 
have subjective improvement after mitral val- 
vulotomy. However, Gilbert points out that im- 
provement is often not sustained at its initial 
level. In several series of cases, 30 per cent of 
the patients who improved initially for a period 
of at least one year showed subsequent deteriora- 
tion. 

There are several reasons for progressive car- 
diac disability after mitral valvulotomy. These 
include the amount of mitral insufficiency found 
at or produced by operation, recurrence of rheu- 
matic fever with restenosis and simple persistence 
of a pressure gradient across the mitral valve with 
continuing function of the heart and lungs under 
an increased pressure load. 

Since many patients with mitral insufficiency 
do maintain improvement, it is not the only fac- 
tor associated with deterioration. Recurrence of 
theumatic fever with restenosis of the valve 
seems relatively rare. 

Gilbert stresses the importance of differen- 
tiating patients with recurrence of symptoms 
caused by restenosis who may be improved by 
additional surgery from those with recurrence of 
symptoms due to mitral insufficiency, rheumatic 
myocarditis or the progression of cardiac disease 
caused by abnormal hemodynamics despite a sur- 
gically satisfactory valvulotomy. Left heart cath- 
eterization with demonstration of a significant 
gradient across the mitral valve is the most satis- 
factory method available for identifying cases of 
restenosis. For this purpose, base line studies of 
the mitral gradient shortly after the initial val- 
vulotomy would be extremely valuable. However, 
the risk of this procedure must be considered in 
lation to the frequency of the problem of 
restenosis of the valve. (American Heart Journal, 
October, 1960, p. 658.) 
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Perception Distortion 
PERCEPTION IS the process by which the organism 
simplifies, stabilizes and structures the environ- 
ment in accordance with its needs and capacities. 
Freedman and Greenblatt report their findings 
on individuals subjected to isolation and depriva- 
tion of sensory stimuli by the use of goggles, ear- 
phones and heavy gloves. Their movement and 
contact with other individuals and environment 
were restricted. After eight hours of this sensory 
deprivation, typical distortions were noted. The 
individual who is taken out of his environment 
may rapidly develop distortions and disorienta- 
tion. Obviously, this is of practical importance 
in this space age. (U.S. Armed Forces Medical 
Journal, November, 1960, pp. 1130-48.) 


Serum-Condensing Enzyme 


THE CONCENTRATION of condensing enzyme 
is high in heart muscle and relatively low in 
other tissues, especially in liver. This has led 
Kosicki and his colleagues to study the value of 
serum-condensing enzyme levels after experi- 
mental myocardial infarction. 

No condensing enzyme activity was detected 
in normal dog serum. After experimental myo- 
cardial infarction in dogs, serum-condensing 
enzyme levels were elevated in approximately 
the same time sequence as serum glutamic 
oxaloacetic transaminase. 

Kosicki and associates also have examined 
serums of patients who suffered myocardial infarc- 
tions and the condensing enzyme was demon- 
strated distinctly. Because the concentration of 
condensing enzyme is high in the heart muscle 
as compared to other tissues, these authors 
believe that this test deserves further study 
since it may give a more specific indication of 
heart muscle damage than serum transaminase 
activity. (Circulation Research, September, 1960, 
p. 999.) 
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When Professional Advice is 


“REDUCE WEIGHT” 


help 
maintain 
normal 


nutrition 
with 


MEAT 


HIGH QUALITY PROTEINS 


There is nothing more satisfying to calorie 
watchers than tasty lean meat. 


AMERICAN | MEAT | INSTITUTE 


MAIN OFFICE, CHICAGO . MEMBERS THROUGHOUT THE NATION 


Volume XXIV, Number 2 


GP 


ot 


a 
0 
t 
b 
1 


| 
| 
wn 
| 
{ 1 
| 
| 2 ( 
we 
4 
| 
2 
| 
i 
x 
; 
3 
3 
3 
“4 
| 
| x 
4 
3 
q 
§ 
q 
il 
| 
| 
| 
| 
| a 
h 
| h 
| 
| 
i! 
b 
t 
} 
q 
: 
| 
| 
| 
| 
| 
] t 
| 
| 
| 
| 
= 
¢ 
| 
| 


Other Journals 


Steroids and Body Sodium 


ANSELL and Bernstein administered oral doses of 
radioactive sodium (Na?*) to patients with long- 
standing rheumatoid arthritis and studied the ef- 
fects of various adrenal steroids on sodium reten- 
tion and excretion. Daily body and urine radio- 
activity measurements revealed that the admin- 
istration of cortisone, 75 to 200 mg. per day, was 
associated with sodium retention which did not 
occur with prednisolone in the dose range of 15 
to 50 mg. per day. Fluid accumulation, evidenced 
by arise in body weight, accompanied the sodium 
retention. (Journal of Chronic Diseases, August, 
1960, pp. 2438-51.) 


Extention of Prostatic Cancer 
Following Needle Biopsy 


GOLDMAN AND SAMELLAS acknowledge that diag- 
nostic procedures such as needle biopsies occa- 
sionally permit the extention of a malignant neo- 
plasm. For example, they describe a case of local 
implantation of carcinoma of the prostate in the 
perineal tissue following biopsy with a Turkel 
needle. 

Their patient was a 67-year-old man, admitted 
with a three-month history of inability to urinate 
and a perineal swelling. It was learned that he 
had undergone Turkel needle biopsy for a stony, 
hard prostate at another hospital seven months 
previously. A diagnosis of adenocarcinoma of the 
prostate had been made. The patient underwent 
bilateral orchiectomy and was placed on hormone 
therapy. Some months later, he noticed a small, 
indurated area in his perineum which gradually 
Increased in size and became acutely tender. 

Examination of the patient’s abdomen re- 
vealed a palpable liver. A soft, fluctuant mass, 5 
cm. in diameter, was present in the perineum. 
Rectal examination revealed a stony, hard pros- 
tate of approximately 40 Gm. in size. The pa- 
tient’s condition required suprapubic cystostomy 
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and incision and drainage of the perineal abscess. 
Microscopic examination of this tissue revealed 
adenocarcinoma of the prostate which extended 
along fibrous tracts found in the overlying 
perineal skin nd subcutaneous tissue. No cancer 
cells were noted outside of these tracts. (Journal 
of Urology, October, 1960, p. 575.) 


‘Rheumatoid Factor’ Tests 


THE CLINICAL DIAGNOSIS of rheumatoid disease 
is sufficiently difficult that serologic tests for this 
disease are of real importance. There are several 
tests available which are variations of a basic 
system (see figure below). : 

The “rheumatoid factor’ of the patient’s serum 
combines with a “‘reactant” (immune or gamma 
globulin) on the surface of an indicator particle 
to cause agglutination or flocculation. The “fac- 
tor” and “reactant” may also combine directly 
with formation of a visible precipitate. 

Mikkelsen has reported that either the latex 
fixation or bentonite flocculation procedures gave 
satisfactory results in approximately 90 per cent 
of 1,000 patients studied. A negative test should 
not exclude the diagnosis since an appreciable 
number of cases of definite rheumatoid disease 
have negative serologic tests. (Annals of Internal 
Medicine, 52:1051-1058, May, 1960.) 


« 
Agglutination 
of Reactant-Coated 
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throughout convalescence 


SUSTAGEN 


Complete the rape ulic nulriment 

( 

to supply all or part of the 

patient’s nutritional requirements 

in the hospital... 

By the time a patient reaches the hospital — what- t 
ever his illness—undernourishment is sometimes 

a complicating factor. To overcome the problem, § 

Sustagen offers a therapeutic diet of carefully con- J p 

trolled, essential nutrients!*— ideal for tube feed-§ a 

ing,' palatable in beverage form.? This diet helps 4 

promote good nutrition, hasten convalescence.'* h 

in the home... ti 

The convalescent who continues to receive 2 

Sustagen at home is more likely to hold or in-§ ? 

crease his nutritional gains. Each glassful you : 

specify adds 390 calories to his diet, including 

23.5 Gm. protein, 3.5 Gm. fat, and 66.5 Gm. f 
carbohydrate— plus important quantities of all 

essential vitamins and minerals. D 

references al 

(1) Pareira, M. D., et al.: J.A.M.A. 156:810-816 (Oct. 30) 1954. , 

(2) Winkelstein, A.: Am, J. Gastroenterol. 27:45-52 (Jan.) 1957. : 
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Tips from 
Other Journals 


Rheumatic and Congenital Heart Disease 


THE INCIDENCE of rheumatic valvulitis in pa- 
tients with congenital heart disease is not clearly 
known. In one published series of 181 autopsy 
cases of congenital cardiac malformations, there 
was evidence of superimposed rheumatic infec- 
tion in 14 per cent. Only one of these patients had 
tetralogy of Fallot. Collins, Marrow and Braun- 
waid report a patient with tetralogy of Fallot 
and calcific aortic stenosis of rheumatic origin. 
This is the first patient in whom such a combina- 
tion of lesions has been recorded. 

The patient was a 25-year-old female with a 
history of cyanosis and a heart murmur since 
birth. She had always had exertional dyspnea 
and was said to have squatted in order to rest 
during childhood. At 4, 7 and 12 years of age, she 
had attacks of joint effusions with pain associated 
with fever and an elevated erythrocyte sedimen- 
tation rate. On each of these occasions the diag- 
nosis of acute rheumatic fever was made. A 
previous attempt to perform a right subclavian- 
pulmonary artery anastomosis was abandoned 
because of the small size of the right pulmonary 
artery. She had been on almost complete bed rest 
for ten years. 

There was marked generalized cyanosis on 
physical examination. Blood pressure was 106/75 
mm. Hg. There were loud continuous systolic 
and diastolic murmurs. At right heart catheteriz- 
ation, the pressure in the right ventricle was 160/5 
mm. Hg and in the brachial artery it was 90/63 
mm. Hg. An angiocardiogram with right ventric- 
ular injection revealed a large ventricular septal 
defect and a single large vessel arising from the 
base of the heart. The pulmonary arteries were 
never opacified. These angiocardiographiec find- 
Ings were thought to indicate a severe form of 
tetralogy of Fallot. Since the ventricles were 
functioning with a common ejectile force, the 
systolic pressure gradient of 70 mm. Hg between 
the right ventricle and brachial artery indicated 
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the presence of associated aortic stenosis. Then, 
a retrograde arterial catheterization was per- 
formed. The catheter entered the left ventricle 
from the aorta. Pressure was 150/10 in the left 
ventricle and 110/60 mm. Hg in the aorta. The 
peak systolic gradient of 40 to 50 mm. Hg proved 
the presence of valvular aortic stenosis in the 
patient. 

An operation was performed and both sys- 
temic pulmonary anastomosis and aortic val- 
vulotomy were attempted. Approximately two 
and one-half hours after the operation, cardiac 
arrest occurred and resuscitation was unsuccess- 
ful. At autopsy, microscopic examination of the 
aortic valve showed it was greatly. thickened and 
contained lobulated areas of calcium surrounded 
by dense fibrous tissue and focally dense chronic 
inflammatory cellular infiltrates. The mitral 
valve also was thickened and there was fibrous 
tissue as well as many thick-walled vessels deep 
in its substance. (American Heart Journal, 
October, 1960, p. 624.) 


Mental Defect 


MONCRIEFF REVIEWED the chemical aspects of 
mental defect. He points out that more than 
20,000 enzymes are involved in the protein me- 
tabolism of the brain alone. Undoubtedly, the 
possible chemical defects are much more numer- 
ous than the few presently known. At the present 
time, the biochemical abnormalities shown to be 
associated with mental defect include the cere- 
bral lipidoses, amino acid abnormalities, disturb- 
ances of carbohydrate metabolism and water and 
electrolyte abnormalities. A clinical considera- 
tion of these disorders is important for: (1) the 
early detection and treatment of phenylketo- 
nuria, galactosemia and nephrogenic diabetes in- 
sipidus; (2) the detection of carriers of these same 
three conditions, and (3) the ascertainment of 
hereditary types to facilitate genetic counseling. 
(Lancet, August 16, 1960, pp. 273-77.) 


125 


| 
= 
ts 
at: 
nes 
m, 
on- 
ed- 
Ips 
ive 
in- 
you 
ing 
sm. 
all 
954. 
957. 

= 

¥ 


VITAMINS ARE THERAPY 


STRESS FORMULA VITAMINS LEDERLE 


reson 
Suett te@fabotic 
chanee for 
ya Cre 


> 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ 


126 Volume XXIV, Number2 GP 


t 
at 
| 
be 
to 
Re 
i 
tha 


Prematurity Prevention 


(American Medical Association, New York, June 
$0) PREMATURE BIRTH was averted in 48 per cent 
of 156 women after administration of isoxsuprine 
to relax uterine muscles. Premature labor was de- 
layed a week or longer in another 21 per cent, al- 
though their infants weighed less than 5 lbs. 
at birth. The muscle relaxant produced only brief 
cessation of labor in 11 per cent of patients and 
had no effect in the other 25 per cent.—Dr. Ep- 
WARD H. BisHop, Philadelphia. 


Toward a Hepatitis Vaccine 


(Ibid., June 28) .VIRUSES KNOWN to cause infec- 
tious hepatitis have been isolated and grown suc- 
cessfully in human cell cultures. Volunteer pris- 
oners at Illinois State Penitentiary, Joliet, inocu- 
lated with high concentrations of virus developed 
hepatitis. Prisoners given weakened doses pro- 
duced protective antibodies. Further studies 
promise, in time, a safe, effective vaccine.—DR. 
JOSEPH D. Bocas, Children’s Memorial Hospital, 
Chicago. 


Cortisone in Coronaries 


(Ibid., June 25) IN A STUDY involving 50 heart 
attack patients, fewer deaths occurred among 
those given cortisone plus usual therapy com- 
pared with the noncortisone group. Cortisone is 
believed to aid in developing collateral circula- 
tion and in repair of damaged heart tissue.—Dr. 
ROBERT A. GERISCH, Wayne University, Detroit, 
in exhibit. 


Short-Duration Anesthetic © 


(Ibid., June 25) A NEW INTRAVENOUS general 
anesthetic has proved highly successful in more 
than 800 patients undergoing short-lasting sur- 
gery. It takes effect within 15 seconds, leaves pa- 
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tients free of nausea, dizziness or other after- 
effects. Duration of anesthesia is controlled by 
the amount administered. Two teaspoonfuls an- 
esthetize a patient for about eight minutes, with 
prompt recovery. This new anesthetic bears 
the experimental designation of “G-29.”—Dnr. 
GUNTER CORSSEN, University of Michigan Med- 
ical Center, in exhibit. 


Delayed Detection 


(Ibid., June 28) SOME CONGENITAL ABNORMALI- 
TIES cannot be detected during a baby’s first year 
of life. Careful examinations were made at 12 
months of age and again between 16 and 25 
months of age, of 176 infants whose mothers had 
contracted or been exposed to rubella during 
their pregnancies. Of all defects detected in the 
two examinations, 43.9 per cent had not been 
recognized initially, although 17 per cent had 
been suspected in the first check-up. Most un- 
detected defects were of a serious nature, includ- 
ing four infants with severe mental retardation. 
It was also difficult to evaluate heart murmurs, 
hearing and sight under one year of age. “This 
becomes a particularly acute problem when one 
is faced with advising real or adoptive parents 
concerning mental normality.”—Dr. FRANK R. 
Lock, Wake Forest College, N.C. 


Good Steps 
(Ibid., June 27) “For too long, it has been as- 
sumed that gadgets make life easier. From the 
point of view of disuse, some refinements can 
tend to make life shorter or at least less comfort- 
able physically by eliminating stimulating effort. 
Possibly the use of elevators, escalators and 
ramps has been overdone.” For older persons, 
walking up and down steps can be stimulating, 
“‘an ideal method of exercise, of inciting bone re- 
actions, of maintaining muscle tone and con- 
tracting veins, of sharpening attention by the re- 
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quirements for coordinated effort of eye, muscle 
and bone, and by instituting beneficial strains 
which contribute to sound bone structure.”— 
Dr. JOSEPH T. FREEMAN, Philadelphia. 


Women’s Health Knowledge 


(Ibid., June 28) THE HOUSEWIFE today needs to 
know 10 times more about health than her moth- 
er did. But she must be wary of accepting infor- 
mation from unqualified persons. The physicians’ 
wives can help counteract poor medical informa- 
tion by carrying accurate, timely information on 
health problems into the local community.— 
Mrs. HARLAN ENGLISH, Danville, Ill., president, 
the Women’s Auxiliary to the AMA. 


Air-Conditioning Itch 


(Ibid., June 28) DERMATITIS HIEMALIS, or “win- 
ter itch,”’ has been observed in hot weather in 18 
patients who overexposed themselves to refrig- 
erated air-conditioned environments, at home, 
office and even in automobiles. They meticulous- 
ly avoided outdoor sports and activities, and 
some indulged in extra hot-water baths which 
further dried their skin —Dr. Marvin E. CHER- 
NOSKY, Houston. 


Fungous Corneal Ulcers 


(Ibid., June 27) FUNGOUS INFECTIONS are found 
to be the cause of nearly one in 50 stubborn cor- 
neal ulcers, and this cause can be overlooked. 
Culture studies can establish fungal agents. A 


sulfa drug, sulfacetamide, and a mercurial com- 
pound, thimerosal, are found capable of erad- 
icating fungous growths completely. A high 
concentration of drug is needed, and this can 
be accomplished through iontophoresis.—Dr. 
WENDELL D. GINGRICH, University of Texas 
Medical Branch, Galveston. 


Boredom Sickness 


(Ibid., June 28) “The great sickness of our age 
is aimlessness, boredom, and lack of meaning and 
purpose”’ in life. Americans almost willfully try 
to avoid “learning how to understand and con- 
trol themselves” and to find mental health. While 
“medicine has made enormous strides in alle- 
viating pain and prolonging life,”’ a further task 
for physicians is to give meaning to life. To en- 
dure expectable troubles, people need “feelings of 
basic confidence in one’s self and others, a sense 
of competence, and a basic faith that the whole 
human situation is worthwhile.”—Dr. Dana L. 
FARNSWORTH, director of health services, Harvard 
University. 


Missed Diagnosis 


(American Rheumatism Association, New York, 
June 28) LOW DOSES of aspirin, taken by patients 
to relieve joint pains, can sometimes lead physi- 
cians to mistake rheumatoid arthritis for gout. 
The aspirin can create high levels of uric acid in 
the blood, a typical sign of gout.—Dnrs. A. I. 
GRAYZEL, J. E. SEEGMILLER and Lots LIDDLE, 
U.S. Public Health Service. 


Here each month are published notes of progress in diagnosis and treatment as reported at recent medical 
meetings. GP’s aim is to get news of new drugs and other developments to physicians no later than their 
patients read of them in the daily press and weekly newsmagazines. Report of a new theory or therapeutic 
claim here, prior to its formal endorsement in the medical literature, is not to be regarded as endorsement 
or verification by the editorial staff. 
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sa Information Please 


Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities in appropriate fields of therapy and diagnosis. 


Swelling of Eyelids 


Q. What is the cause of constant swelling of the 
upper eyelids and bags under the lower lids? 
The condition has persisted for 10 months, with 
no improvement. There is no other edema and 
no allergy. These symptoms have occurred in a 
patient who has had severe hypertension for two 
years. Present additional findings are: left 
papilledema of one year’s duration; BUN, 30 
mg. per cent; albuminuria, one plus; urinary 
specific gravity, 1.003. The patient is on guan- 
ethidine sulfate (Ismelin®), phenobarbital, 
hydrocholorothiazide (Hydrodiuril®) and low- 
salt diet. Is any specific treatment available for 
the swelling of the eyelids? 


A. The cause of swelling of the eyelids and under 
the eyes is often difficult to determine. In the 
case described, hydrostatic and local permeability 
factors of the minute vessels related to the hyper- 
tensive state may be responsible. If so, hypoten- 
sive therapy given in sufficient dosage to com- 
pletely control hypertension, low sodium intake 
and the use of diuretics may benefit the condition. 
Edema, especially under the eyes, is relatively 
common in the absence of evident cardiovascular 
disease and is refractory to dehydration therapy. 


Mononucleosis Therapy 


Q. Please outline the best diagnostic procedure and 
current therapy for infectious mononucleosis in 
children. 


A. The best diagnostic procedure is the Paul- 
Bunnell test (heterophil antibodies). A titer of 
1:224 or higher tends to confirm the diagnosis. 
Treatment of the symptoms should be com- 
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bined with constant vigilance for early signs of 
serious complications such as central nervous sys- 
tem involvement (respiratory paralysis) and spon- 
taneous rupture of the spleen. The latter compli- 
cation is the most common cause of death in 
infectious mononucleosis. 


Recurrent Herpetic Lesions 


Q. A 35-year-old woman has had recurrent groups 
of vesicles, typical of herpes zoster, for the past 
five years. The lesions extend from the buttocks 
down the posterior aspect of the leg. Typical 
pain occurs in the area a few days before the 
vesicles appear and gradually subsides after 
the lesions dry up. The attacks are from one to 
three months apart. Between these periods, the 
patient is perfectly normal. I would appreciate 
treatment information. 


A. This case poses a problem in prevention and, 
unfortunately, there is little to offer. Since recur- 
rent herpetic lesions may be associated with 
spinal cord tumors, Hodgkin’s disease, leukemia 
and malignancy of the skin, a diligent search for 
these disorders is indicated. The number and 
variety of forms of therapy recommended for 
herpetic lesions indicate their general ineffective- 
ness. 

Smallpox vaccinations repeated at weekly in- 
tervals for several weeks, x-ray therapy to dorsal 
root ganglia, autohemotherapy, sodium iodide 
administration, use of moccasin venom and in- 
jections of an analgesic (Protamide®) are but a 
few of the many therapeutic procedures recom- 
mended. Cortisone and corticotropin with or 
without larger doses of cyanocobalamin have 
been used and at least one report suggests 
cleansing of the skin with carbon tetrachloride. 
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Information Please 


Ulcerative Colitis and Skin Disease 


Q. Is there any relationship between chronic ul- 
cerative colitis and pustular acne, acne rosacea, 
staphylococcal folliculitis of the face or gen- 
eralized lentigo? Over many years, I have 
observed that dermatologic disease sooner or 
later develops in patients with ulcerative colitis. 
I can find no pertinent information in tezxt- 
books. 


A. It is possible that the same processes (emo- 
tional disturbances, for instance) which cause or 
aggravate ulcerative colitis can also lead to such 
skin conditions as rosacea and acne. The only 
cutaneous syndrome specifically associated with 
ulcerative colitis is pyoderma gangrenosum. 
Erythema multiforme may also be seen in cases 
of ulcerative colitis. 

Generalized lentigo is not commonly associated 
with ulcerative colitis. Pigmentation of the skin 
in connection with intestinal disorders brings to 
mind Peutz-Jeghers syndrome and perhaps Gard- 
ner’s syndrome. If there is generalized lentigo, 
the differential diagnosis of diffuse pigmentation 
must be considered. The condition may have no 
relation to ulcerative colitis or its therapy. 

Another dermatologic disorder may be asso- 
ciated with ulcerative colitis in colostomy pa- 
tients. It is dermatitis caused by rubber cement 
holding the colostomy bag. 


Necrobiosis Lipoidica 
Q. Biopsy of lesions from the leg of a 44-year-old 
nondiabetic woman showed necrobiosis lipoidi- 


ca. What is the most recent and effective treat- 
ment of this condition? 


A. Satisfactory treatment is unknown. A trou- 
blesome lesion may be excised and grafted. A 
quick look through Excerpta Medica, section 13, 
for 1960 and 1961 to date, yielded the ideas that 
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smoking is perhaps bad for these patients and 
that freezing with ethyl chloride allegedly helped 
one Czech. Tolbutamide (Orinase®) was credited 
with the healing of ulcers in three diabetic cases 
presented by C. F. Burgoon, Jr., at the January, 
1960, meeting of the Philadelphia Dermatological 
Society (A.M.A. Arch. Dermat., 82:294, 1960). 
T. G. Rollins and R. J. Winkelmann (A.M.A. 
Arch. Dermat., 82:537, 1960) reviewed 89 cases 
studied at Rochester, Minn., and offered to 
change the name of the disease but did not men- 
tion treatment. Dermatologists are these days in- 
jecting triamcinolone into everything; this might 
be tried. 


“Antithyroid” Effect 


Q. A patient with multiple severe endocrine defi- 
ciencies has taken 4 or more grains of thyroid 
plus sodium liothyronine (Cytomel®) for a 
long period. In spite of this, BMR, PBI and 
BEI tests have shown steady decreases. (The 
most recent PBI reading was 0.9 mcg.) Con- 
currently, there has been increasing clinical 
evidence of thyroid deficiency, except for skin 
changes. It would seem that the patient has 
some type of “‘antithyroid’’ reaction. Could an 
excess or deficiency of any other endocrine func- 
tion affect thyroid function? 


A. Unfortunately, the question does not men- 
tion the brand of thyroid or the dosage of sodium 
liothyronine. Large amounts of the latter drug 
would cause low readings, both for PBI and for 
BEI. However, it is most unlikely that enough 
sodium liothyronine has been given to depress the 
PBI to 0.9 meg. per 100 ml. without relieving the 
patient’s symptoms. It is possible that the thy- 
roid used was either impotent or coated so as to 
be defecated rather than absorbed. On the basis 
of the information given, it appears that this 
patient has not had an adequate trial of treat- 
ment with a potent preparation. 
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the first complete 
physiologic regulator of 
female cyclic function 


ENOVID 


(arano OF NORETHYNODREL WITH ETHYNYLESTRADIOL 3-METHYL eTHer) 

The basic action 

Enovip closely mimics the balanced proges- 
tational-estrogenic action of the functioning 
corpus luteum. This action is readily under- 
stood by a simple comparison. In effect, ENovip 
induces a physiologic state which simulates 
early pregnancy—except that there is no pla- 
centa or fetus. Thus, as in pregnancy, the pro- 
duction or release of pituitary gonadotropin 
is inhibited and ovulation suspended; a pseu- 
dodecidual endometrium (“pseudo” because 
neither placenta nor fetus is present) is induced 
and maintained. Further, during Enovip ther- 
apy, certain symptoms typical of normal preg- 
nancy may be noted in some patients, such as 
nausea—which is usually mild and disappears 
spontaneously within a few days—breast en- 
gorgement, some degree of fluid retention, and 
often a marked sense of well-being. There is 
no androgenicity. ENovip is as safe as the 
normal state of pregnancy. 

The basic applications 

1. Correction of menstrual dysfunction. 
Cyclic therapy with ENnovip controls dysfunc- 
tional uterine bleeding (menorrhagia, metror- 
rhagia) and often establishes a normal men- 
strual cycle in amenorrhea. 

2. Ovulation suppression (to suspend 
fertility). For this purpose ENovip is admin- 
istered cyclically, beginning on day 5 through 
day 24 (20 daily doses). The ovary remains 
in a state of physiologic rest and there is no 
impairment of subsequent fertility. 

3. Postponement of the menses for rea- 
sons of health (impending hospitalization for 
surgery, during treatment of Bartholin’s gland 
cysts, acute urethritis, rectal abscess, vaginitis), 
travel, forthcoming marriage, or pressing busi- 
ness or professional engagements. 


4. Threatened abortion, Continuous 
ENnovip treatment provides balanced hormonal 
support for the endometrium in threatened or 
habitual abortion. 

5. Endocrine infertility. Enovip has been 
used successfully in cyclic therapy of endocrine 
infertility, promoting subsequent pregnancy 
through a probable “rebound” phenomenon. 
6. Endometriosis. Continuous therapy with 
ENovip corrects endometriosis by producing a 
pseudodecidual reaction with subsequent ab- 
sorption of aberrant endometrial tissue. 


The basic dosage 

Basic dosage of Enovip is 5 mg. daily in 
cyclic therapy, beginning on day 5 through 
day 24 (20 daily doses). Higher doses may 
be used with complete safety to prevent or con- 
trol occasional “spotting” or breakthrough 
bleeding during Enovip therapy, or for rapid 
effect in emergency treatment of dysfunctional 
bleeding and threatened abortion. ENovip is 
available in tablets of 5 mg. and 10 mg. Litera- 
ture and references, covering over five years of 
intensive clinical study, available on request. 


| SEARLE Research in the Service of Medicine 


From the beginning, woman has been a vassal to the temporal demands—and frequently the 
aberrations—of the cyclic mechanism of her reproductive system. Now, to a degree heretofore 
unknown, she is permitted normalization, enhancement, or suspension of cyclic function and 
procreative potential. This new physiologic control is symbolized in an illustration borrowed 
from ancient Greek mythology—Andromeda freed from her chains. 
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“THE GENERAL PRACTITIONER AND THE LAW” 


Negligence 
and Malpractice 


HOWARD NEWCOMB MORSE, LL.B. 


In this series, a well-known legal author 
discusses some landmark cases 

in the continuing development of the law 

as it pertains to the tort liability of physicians. 
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Failure to Diagnose Scleroderma 


Where a discoloration resulting from scleroderma 
was diagnosed as a birthmark and such discolora- 
tion was indistinguishable in appearance or by 
other known tests from a birthmark and differed 
only in the manner of development, the physician’s 
diagnosis of the discoloration resulting from sclero- 
derma as being a birthmark did not constitute negli- 
gence so as to authorize recovery by the patient. 


When Margaret Hubach was four years old, a 
pink mark appeared on her forehead. She was 
taken to Dr. Harold N. Cole, and he diagnosed 
the condition as a birthmark. He suggested it be 
treated by radium application, stating he could 
remove it that way. The radium plaque was then 
applied, and, after an interval, was applied a 
second time. 

When Dr. Cole first saw the patient, the pink 
mark started on the lower part of her forehead, 
just above the nose, and extended up about 1 in. 
During the next year, the mark continued to 
spread upward, and a strip of hair fell out, leav- 
ing a bald patch about an inch wide back to the 
crown of her head. The frontal bones were af- 
fected, causing a depression in the forehead. 

An action for malpractice against Dr. Cole was 
brought in the Court of Common Pleas of Cuya- 
hoga County, Ohio, charging that the physician 
had failed to exercise the degree of care and skill 
which he had held himself out as possessing and 
that Miss Hubach’s condition was the direct 
result of such failure. It was asserted that there 
was a failure to meet the professional standard 
of care and skill in improperly diagnosing the 
ailment as a birthmark, when it was actually 
scleroderma. 

A jury returned a verdict for $10,000 for Miss 
Hubach, and the court entered judgment accord- 
ingly. Dr. Cole appealed. The Court of Appeals 
of Ohio reversed the decision of the lower court, 
declaring: “. . . the evidence is overwhelming, if 
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me not uncontradicted, that a birthmark and a dis- 
Meecoloration resulting from scleroderma (the final 


Giagnosis) are indistinguishable in appearance, or 
Dy any other known test, and only differ in the 


‘ Semanner of their development. We are of the 
Seopinion that the record discloses no evidence of 


Negligence in the making of this diagnosis. Fur- 
thermore, the record is clear that no harm re- 
Bulted to the plaintiff from such failure. There 


Mis no evidence that the application of radium 


to either a birthmark or scleroderma would have 
harmful effects unless the application was exces- 
sive or too frequent.” 


(The preceding case was heard in the Court of Appeals 
of Ohio, case number 31 N.E. 2d 737.) 


Hip Damage Following Pneumonia 


In a patient's malpractice action against the physi- 
tian treating the patient’s hip, an inference of negli- 
gence on the part of the physician resting on specu- 
lation and conjecture is insufficient to support a 
verdict for the patient. 


Dr. E. Sheldon Watson practiced and operated 
asmall hospital in Estelline, S.D. On February 
18, Richard H. Lohr, suffering from pneumonia, 
entered the hospital as Dr. Watson’s patient. 
During this illness, the patient was given serum 
injections and, on March 7, was discharged as 
convalescent and instructed to “remain quiet.” 

Shortly after his discharge, the patient con- 
tacted Dr. Watson, complaining of aching joints. 
The doctor told Lohr this condition was a result 
of the illness and that his system “‘would throw 
it off.” He did, however, prescribe medication. 
Thereafter, Lohr’s pain localized in his left hip, 
and he told Dr. Watson about this. 

On April 23, the physician made a thorough 
Physical examination of the patient. The follow- 
ing tentative diagnosis was noted on his office 
Tecords: “Impression: Acute infection, arthritis 
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of left hip precipitated by trauma.’’ The record 
also showed: “‘Temperature 99.2, white blood 
count 7,800; considerable pain in left hip on 
motion. No tenderness, swelling or local heat. 
X-ray of the hip shows normal bone texture, no 
evidence of periosteal thickening and no sign of 
cartilage destruction.” 

Since his discharge, Lohr had been downtown 
almost every day and had been driving his car. 
Dr. Watson had seen him around frequently. On 
April 25, the doctor was called to see the patient 
at home. He suggested Lohr enter the hospital. 
Lohr was hospitalized that same afternoon, and 
a Buck’s extension was applied to his leg. 

The physician’s progress notes contained the 
following notations: ¢ 

“4-25: Comes in on crutches. Pain in hip so 
severe as to interfere with sleep. T 99.4, WBC 
8,200. No tenderness or swelling or redness about 
hip joint but considerable pain on motion. X-ray 
of left hip reveals no evidence of bone involve- 
ment or cartilage destruction. Periosteum is 
smooth. Hospitalized for observation and immo- 
bilization. 

“4-26: Buck’s extension applied last night with 
6 lbs. wt.—increased this morning to 10 Ibs. Pt. 
uncooperative and vulgar. 

‘4-28: No change in condition. Says pain is 
severe but there is no tenderness. . . 

“4-30: Hip joint still negative to palpation. No 
heat or tenderness. Patient doesn’t want enemas 
and refuses cathartics. 

“5-2: Still no heat or tenderness about joint. 
Temp. receding slightly—has dropped from high 
of 101.8 on 4-28 to high of 99.8 today. WBC 
9,000. 

“5-4: Seems slightly better. Weight removed 
long enough to allow patient up in chair today 
for 30 min. Refuses enemas. 

5-10: Pain the same. Weight removed a little 
each day for manipulation of ankle and knee and 
massage. Foreign protein injections to be started 
tomorrow. 
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“5-12: Satisfactory temp. response to foreign 
protein yesterday. Feels a little better. 

“5-16: Second injection of foreign protein yes- 
terday with satisfactory response and consider- 
able alleviation of pain. Patient is very abusive 
and uncooperative.” 

The treatment between April 25 and May 29 
consisted of the extension of the limb for about 
two weeks, constant heat, Oxate B tablets and 
Other medications, either to induce sleep or re- 
lieve pain. Other x-rays were taken. During this 
time, Lohr complained constantly of severe pain. 

On May 29, Dr. Watson explored the hip joint 
With an aspirating needle and withdrew pus 
Which contained pneumococci germs. That after- 
noon, he made a posterior incision and estab- 
lished drainage. The patient remained in the 
hospital, treated by Dr. Watson and his assist- 
ant, until August 14. During this time, drainage 
Was maintained, the wound was dressed, ultra- 
Violet and infrared light applied, the limb again 
extended for a period, some irrigation attempted 
and medicine given to relieve pain. 

On August 14, the patient was taken to Mayo 
Clinic for an examination. The x-ray made then 
disclosed that the cartilage of the left hip had 
been destroyed. While the patient was at Mayo’s, 
the sinus of infection was curetted, drainage 
Maintained and a spica cast applied. He was 
permitted to return home August 27. 

Lohr returned to Mayo’s on January 26, 
March 17 and October 27 of the following year. 
During these visits, different casts were applied. 
Drainage had not ceased until sometime before 
the October trip. By that time, the hip joint 
had fused, and there was practically no motion 
in it. As an end result, the patient had a stiff 
hip and an impaired knee. 

Lohr filed an action in the Circuit Court of 
Hamlin County, S.D., for damages for alleged 
malpractice from Dr. Watson. The court directed 
a verdict in favor of Dr. Watson, and Lohr 
appealed. 
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The Supreme Court of South Dakota affirmed 
the decision of the lower court. The Supreme 
Court stated: “An inference that it is more 
probable that plaintiff’s impairment resulted 
from defendant’s assumed negligence than from 
the normal ravages of the infection is without 
substantial support . . . in the evidence. Such 
an inference, in this state of the record, would 
rest on speculation and conjecture and a verdict 
based thereon could not stand.” 


(The preceding case was heard in the Supreme Court of 
South Dakota, case number 2 N.W. 2d 6.) 


Responsibility for Nurses’ Negligence 


In an action against a physician and surgeon for 
burns sustained by a patient from hot-water bottles 
placed against the patient’s feet by a graduate nurse 
while the patient was under an anesthetic on the 
operating table, evidence upon the question as to 
whether the physician and surgeon was liable for 
the negligence of the nurse in so placing the hot- 
water bottles was sufficient to be submitted to the 
jury. 


Three-year-old J. Hogan Benedict became 
seriously ill one evening, and the next day was 
admitted to the McKeesport Hospital for an 
operation. 

Prior to the operation, Mrs. Jean Streigel 
Waddell, a student nurse, was sent out of the 
operating room to get two hot-water bottles. 
When she returned, she was instructed to fill 
them. She did so, using the hot-water faucet in 
a small instrument scrubbing room off the operat- 
ing room. Mrs. Waddell did not remember later 
whether she made any test of the water tem- 
perature. 

When she returned to the operating room, she 
covered the bottles with muslin pillow cases (the 
proper procedure was to use flannel covers). As 
she was about to apply them to the patient, who 
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was on the operating table, partly anesthetized, 
Dr. Frank Bondi, the surgeon, told her not to. 

He told Mrs. Waddell to give the hot-water 
bottles to Mrs. Irma Bieda, a graduate nurse 
then on general duty in the operating room. Dr. 
Bondi then instructed Mrs. Bieda to apply the 
bottles, and she placed them on the outer sides 
of the child’s feet. As soon as the anesthetist 
said that the child was completely anesthetized— 
about three minutes after the hot-water bottles 
had been placed on his feet—the surgeon began 
the actual incision. 

After the operation (which ultimately proved 
successful), the child was taken to his room. The 
floor nurse then discovered that his feet were 
badly burned, and a subsequent examination 
showed he had suffered third degree burns with 
destruction of the subcutaneous tissue down to 
the bone. The water in the bottles should not 
have been of a temperature greater than 115 or 
120 degrees, but, in order to have caused the 
injury produced, it must have been at the 212 
degree boiling point. 

To recover for the child’s injuries, his father, 
Raymond J. Benedict, instituted an action 
against Dr. Bondi in the Court of Common Pleas 


of Allegheny County, Pa. The question in issue 
was the liability of the surgeon for alleged negli- 
gence of the nurses in the application of the hot- 
water bottles to the child’s feet. The court dis- 
missed the case on the ground that the evidence 
was insufficient for the case to be submitted to 
the jury. The patient’s father appealed. 

The Supreme Court of Pennsylvania reversed 
the decision of the lower court. The Supreme 
Court declared: “. . . he (the surgeon) actually 
gave orders to the one nurse, the student nurse, 
not to apply the hot-water bottles to the child, 
and orders to the other nurse, the graduate nurse, 
to do so; and therefore . . . his legal responsibility 
did not begin merely at the exact moment when 
he started to make an incision in the child’s body 
but . . . the operative process started with, and 
included, the application to the child—in the 
operating room and under the eye of the surgeon 
—of the hot-water bottles designed, as they 
were, to assist in the rehabilitation and restora- 
tion of the patient’s strength, health and well- 
being.” 


(The preceding case was heard in the Supreme Court of 
Pennsylvania, case number 384 Pa. St. 574, 122 A. 2d 209.) 


WHAT OTHERS ARE SAYING... 


‘Three Horses and a Principle’ 


“Valentine Y. Byler is an Amish farmer who refused to pay social security taxes 
because under his creed a man is obligated to take care of himself and his own. 


“The federal government promptly seized the farmer’s three work horses and 
auctioned them off, using the proceeds to satisfy Mr. Byler’s social security debt. 
Because Mr. Byler doesn’t own any mechanical farm equipment (his religion forbids 
it), the loss of the horses will impair his ability to make a living. 

“Fortunately, the Amish people are a resourceful lot and we suspect Mr. Byler 
will get by —no thanks to a government that much prefers beggars to choosers.’’— The 


Wall Sireet Journal, May 9, 1961. 
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conditioner 


Desitin Baby Lotion helps nature keep 
baby’s skin clean, supple, healthy. It cleanses gently and 
thoroughly, soothes, lubricates, combats ammonia-producing 
bacteria and infection. 


TALAMSING 


Only Desitin Baby Lotion combines 
Lano-Des*, a rich liquid lanolin, hexachlorophene, vitamins 


A and E, and special emulsifiers. Non-greasy, stainless, pleas- oe 
antly scented. Effective too in helping lubricate and condition which many babies 
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WHAT OTHERS ARE 


What Kind of Federal Help Do Our Old People Want? 


PEOPLE HAVE BEEN growing old for as long as the 
human race can remember—not quite as old as most 
of us expect to become, by the grace of God and anti- 
biotics, but old nevertheless. But now there is a 
widespread feeling that “‘the aged” have become a 
class for whose welfare younger people feel free to 
prescribe. The things that young people think ought 
to interest old people are terrifying: Morris dancing, 
bingo, “discussion with others of the same age 
group,” basket weaving and adult education. Few of 
the professionals give much thought to the odd-ball 
senior citizen who prefers to work as long as they’ll 
let him, to participate in family and community 
activities without worrying too much about his great 


age. 

This sort of thing aside, the gist of the problem 
of “our aging population” is financial. At the recent 
White House Conference on Aging, attention was 
concentrated on the sections which were assigned 
to discuss the cost of medical care and the best way 
to meet it. There was no need of a conference to 
make it clear that social workers, labor union leaders, 
professors of social science and bureaucrats would 
tend to favor a federal system of health insurance, 
whereas doctors, insurance executives and economy- 
minded senators would be either against it or, at 
any rate, worried about it. And, of course, inasmuch 
as the Department of Health, Education and Welfare 
was putting on the show, it should have surprised 
nobody that the solution favored by HEW was the 
one favored by the conference. The surprise was that 
considerable opposition, criticism and reluctance 
cropped up. 

Discussion of the financial problems of the aged, 
for example, was and is complicated by the variety 
of contradictory statistics presented on how the 
aged, sick or well, are doing as matters stand now. 
The Emory University survey, conducted under the 
direction of Professors Wiggins and Schoeck under 
agrant from the Foundation for Voluntary Welfare, 
indicated that a fair proportion of older people 
thought they were in good shape physically and 
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weren’t too much concerned over their ability to 
pay ordinary medical bills. On the other hand, 
George Meany, president of AFL-CIO, declared that 
three-fifths of our people are “forced to get along 
on less than $1,000a year.” Marion B. Folsom, former 
secretary of HEW, told his section that “retired 
people now get along fairly well with their income 
from private savings, company pension plans and 
social security, as evidenced by the fact that only 
15 per cent of people over 65 receive Old Age As- 
sistance, and the percentage is much lower in some 
industrial states.”” Mr. Folsom added, however, that 
“‘a high percentage of older people do have difficulty 
in meeting the cost of medical care.” 

Aside from the increase in longevity, the high cost 
of housing and the greater activity of social workers, 
why has old age become so much more of a problem 
than it used to be? One answer was suggested at 
the White House Conference by Dr. Maurice E. 
Linden of the Philadelphia Department of Public 
Health. It was Dr. Linden’s contention that the 
tendency to make old age a “problem” is a mani- 
festation ‘‘of the same underlying disease—family, 
cultural and social fragmentation and breakdown .. . 
Historically the problems of life occurred in the 
outside world and were solved within the family, 
but today it would appear that conflicts of living 
occur within the family and seek solution outside 
the family.” 

Thus what used to be intimate family problems 
become matters for the marriage counselor, the 
parole officer, the psychiatrist, the disciplinary 
school. Grandfather and grandmother, instead of 
enjoying an honored position in the home, become a 
problem for “social’’ solution. That children, as well 
as the state, have some responsibility for the care 
of their elders is generally ignored. Indeed, a brochure 
issued by HEW suggests that parents now live so 
long that they can no longer expect to remain ‘“‘a 
part of their younger relatives’ family.’”’ The idea 
of a statute of limitations on family loyalty is some- 
thing new. 
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Depo-Medrol was administered intra-articularly to 118 patients 
(250 injections) for disorders including rheumatoid arthritis, 


osteoarthritis, epicondylitis, and tendinitis. 

Relief of pain and swelling was marked or complete in 104 of 
the 118 (88.1%) ; duration of response to a single injection was 
more than three weeks in 89 patients (75.4%) and more than six 
weeks in 39 of these.’ “Post-injection flare-up was practically 


non-existent.”* 


Indications and dosages 
Intra-articular, intrabursal and intra- 
tendinous injections of Depo-Medrol 
are useful for sustained anti-inflamma- 
tory effect and symptomatic relief in 
rheumatoid arthritis, osteoarthritis, 
bursitis, tendinitis, epicondylitis and 
other rheumatic disorders. 

Intra-articular dosage depends on 
the size of the joint and the severity of 
the condition. Injections may be re- 
peated, if necessary, at intervals of one 
to five weeks. A suggested dosage 

uide: Large joint, 20 to 80 mg.; me- 
ium joint, 10 to 40 mg.; small joint, 
4to 10 mg. 

For administration directly into 
bursae, dosage may be 4 to 30 mg. (re- 
peat injections are usually not needed). 

For injection into the tendon sheath, 
4 to 30 mg. is a usual range (in recur- 
rent or chronic conditions, repeat in- 
jections may be needed). 
Precautions 
Depo-Medrol for local effect is contra- 
indicated in the presence of acute 
infectious conditions. Infrequently, 
atrophic changes in the dermis may 
form shallow depressions in the skin 
at the injection site, but these usually 
disappear in a few months. 


Depo-Medrol 40 mg. per cc. 


Each cc. contains: 


Medrol (methylprednisolone) 


mg. 

Polyethylene glycol 4000 ... 29 mg. 
ium chloride ........... 8.7 mg. 

Myristyl-gamma-picolinium 

Water for injection ........ q.s. 
Supplied: 1 cc. and 5 cc. vials 
20 mg. per cc. 


Each cc. contains: 
Medrol (methylprednisolone) 


20 mg. 
Polyethylene glycol 4000 ... 29.6 mg. 
Sodium chloride ........... 8.9 mg. 
Myristyl-gamma-picolinium 

mg. 


Water for injection ........ q.s. 


Supplied: 5 cc. vials 

1. Norcross, B. M., and Winter, J. A.: 
Methylprednisolone acetate: a single 
preparation suitable for both intra- 
articular and systemic use, New York 
J. Med. 61:552 (Feb. 15) 1961. 
*Trademark, Reg. U. S. Pat. Off. 
methylprednisolone acetate, Upjohn 
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What Kind 
of Federal Help 
Do Our Old People Want? 


Just the same, even those who look to federal 
bureaucracy to take care of our old people feel bad 
about it. Governor Meyner of New Jersey, for ex- 
ample, declared that ‘“‘few of our senior citizens are 
crying, ‘I am old, take care of me.’ Rather I believe 
they are saying, ‘Because of my age, don’t discrim- 
inate against me. Don’t shut off employment oppor- 
tunities.’ ”’ 

Inflexible retirement plans were attacked by many 
delegates, although only Joseph Livingston, financial 
editor of the Philadelphia Bulletin, had the temerity 
to take the bull by the horns and urge the lifting 
of the earnings limitation for social security an- 
nuitants. The labor union delegates, of whom there 
were 132, generally took the view that to do that 
would encourage the employment of old people at 
“substandard wages’’—that is, wages which, while 
presumably satisfactory to the recipient, might com- 
pete with union wage scales in certain sheltered 
trades. Nevertheless the growing idea that men and 
women are better off employed at something, as long 
as they are physically able to work, is an interest- 
ing shift from the earlier view that retirement was 
the be-all and end-all of a worker’s life experience. 
It can be argued that the government itself, partly 
through its efforts to solve the problems of the needy, 
has contributed to the sorry plight in which some 
old people find themselves. For one thing, over the 
years federal income tax has taken from our genera- 
tion more than our fathers habitually saved. And, 
as Sen. Barry Goldwater pointed out in an address 
at the conference, government extravagance and 
deficit financing have created the inflation which 
cuts the buying power of pensions, social security 
annuities or other income available to old people. 
Mr. Meany estimated that the $22 a month, which 
was the average social security payment in 1940, 
would buy as much as $49 would buy in 1959. Mr. 
Meany then proceeded to endorse “aid to education, 
assistance to distressed areas, loans and grants to 
communities for urban renewal and essential facili- 
ties and a broad housing program’’—a set of recom- 
mendations which could easily reduce the purchasing 
power of the current average social security check 
of $83 still further! 

Inasmuch as it is admitted generally that indigence 
in old age by no means involves all old people, many 
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question the good sense of firing a broadside at the 
whole aged population. The Kerr-Mills law now on 
the books attempts to confine the treatment to 
those who need it and to leave the administration of 
old-age medical care to the states, which are entitled 
to federal grants if they adopt acceptable programs. 

Few at the conference thought favorably of the 
Kerr-Mills bill. The reason was that under it state 
authorities must establish the individual’s need of 
aid before giving him any. To ask a man about to 
receive public money to show he needs it is supposed 
to be an affront to his dignity and to make him a 
“‘second-class citizen.” Old-age health insurance, like 
social security, it is insisted, should be a ‘‘matter 
of right’”’ because the recipient has paid for it. 

Obviously this is an emotional rather than a 
realistic view because, actuarially speaking, the social 
security annuitant hasn’t paid for more than a frac- 
tion of what he gets. His employer has paid for half 
of it, and what does the boss get out of it “as a 
matter of right’”’? Perhaps he benefits by not having 
to provide such a generous pension system as he 
might otherwise be compelled to adopt, but that 
is another story. Even so, the financing of social 
security, being based on calculated payments to 
people as they reach a given age or to their survivors, 
is calculable and manageable. But health insurance 
is another story. An attempt to cover chronic illness, 
mental illness, senility, complicated surgery and the 
host of minor seizures and ailments to which aging 
flesh is heir could be financially disastrous. A limited 
coverage, designed to be supplemented by private 
health insurance and local hospital plans, would 
appear to be the optimum solution. The current 
agitation has shaken the insurance companies out of 
their complacency, and several promising private 
plans have been announced. 

However, political pressures can be counted on to 
expand the coverage far beyond that contemplated 
at the beginning. If old people, why not youth, 
prospective mothers, delinquent children, alcoholics? 
It is this expansionist tendency that should be worry- 
ing advocates of a universal, compulsory health 
insurance system. 


Reprinted by special permission of THE SATURDAY EVENING 
Post. Copyright 1961 by the Curtis Publishing Company. 
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3 NEW SAUNDERS BOOKS — READY AUGUST! 


NEW! 
The definitive work 


Fluhmann—The Cervix Uteri and its Diseases 


Here is a new and highly authoritative presenta- 
tion devoted to the cervix uteri and its diseases. 
Special attention has been directed to diagnosis, 
clinical manifestations, and both medical and 
surgical treatment. A richly illustrated section on 
Anatomy emphasizes clinical applications of ana- 
tomic, embryologic and physiologic detail. Diag- 


treatment described and illustrated in precise 
detail. Criteria for making a choice between 
radiation and surgical management are analyzed 
from every point of view. The final section on 
The Cervix During Pregnancy discusses the In- 
competent Cervix, Malignant Neoplasms during 
Pregnancy, Traumatic Lesions, etc. 


on the cervix uteri! nostic procedures are illustrated and meticulously 
described. Dr. Fluhmann explains techniques of 
office examinations, cytologic study, analysis of 
cervical secretions, the Shiller Text, tissue biop- 
sies, colposcopy and roentgenographic study. 
Coverage of carcinoma in situ and of invasive 
carcinoma is exhaustive. You'll find surgical 


By C. Freperic Fiuamann, B.A., M.D., C.M., Chief of Obstetrics 
and Gynecology, Presbyterian Medical Center, San Francisco, 
California; Clinical Professor of Obstetrics and Gynecology, 
Stanford University School of Medicine, Palo Alto, California, 
556 pages, 654” x 10’, with 447 illustrations. About $12.50. 

New—Just Ready! 


NEW! Cherniack & Cherniack— 
Respiration in Health & Disease 


This fresh and unconventional approach to the understanding of respiratory dis- 
orders bridges the gap between the technical treatises on Pulmonary Physiology 
and the purely descriptive textbooks on Respiratory Diseases. It explains the 
mechanisms by which pathologic processes produce clinical findings. The authors 
first provide you with a sound understanding of the normal functioning of the 
respiratory system, and then build on this base an explanation of important types 
of respiratory disorder; the mechanism of development of each type of disorder; 
and the way in which such disorders produce symptoms and signs. Throughout SPRE 
the text the various explanations are illustrated by a series of diagrams and line 
drawings which interpret the authors’ ideas with remarkable clarity. A helpful 
chapter on Physical Diagnosis of the Chest demonstrates how to extract the 
maximum amount of useful information from auscultation and percussion. 


By Revusen M. Caerniack, M.D., Assistant Professor of Medicine; and Louis Cuerniack, M.D., Assistant 
Professor of Medicine. Both at the University of Manitoba, Winnipeg, Canada. About 448 pages, 64” x 
94", illustrated. About $11.50. New—Just Ready! 


contour of the chest cage 
seen in kyphoscoliosis 


Blechschmidt—The Stages of Human Development before Birth 


NEW! 


Gives you a deeper 
insight into 
embryological 
relationships 


Today. 


Graphically depicting all the intricacies of pre- 
natal growth and development, this beautifully 
illustrated new atlas gives you sound visual guid- 
ance on complicated embryological relationships. 
It will greatly aid you in understanding the prob- 
lems of the mother and in managing complications 
during pregnancy. Detailed coverage ranges from 
the time of conception until the moment of birth. 
Great pains have been taken by the author to 
make this distinguished volume a pictorial master- 
piece. Complete reconstructions of early stages 
are included with rare microscopical preparations 
and histological sections of unusually fine detail. 
All illustrations are on an enlarged scale. Logi- 


cally organized to show the development of the 
embryo by body regions, it provides you with 
valuable insight into the early functioning of 
human organs. Chapter divisions are made on 
this same topographical basis. The material is 
arranged in an exceptionally easy-to-use format— 
with illustrations on the right-hand pages, and 
accompanying text on the left. The text is run 
bilingually in two columns—one German and 
one English. 


By E. Biecuscamipt, M.D., Professor of Anatomy and Director 
Insti of Anat University of Gotti 


ut 630 , 7” x 10°, wit ut illustrations. 
About $23.00. New—Just Ready! 
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Complications in Surgery and Their Management. 
Edited by Curtis P. Ariz, M.D. and James D. Hardy, M.D. 
Pp. 1,075. Price, $23. W. B. Saunders Company, Phila- 
delphia, 1960. 


THIS TREATISE thoroughly covers the subject in its 
many phases. Authorities on all facets of surgery and 
medicine are represented. Without any attempt at 
undue enthusiasm, I would say this is one of the great 
books I have read. 

It is long overdue and its exhaustive treatment 
makes many of us ashamed that we haven’t had 
some impetus to attempt it before now. The authors 
are superb, the topics are quite apropos and the con- 
tents, if adequately absorbed by the general practi- 
tioner, will contribute much to the health of our 
country. 

If one digests the text, one can ably combat the 
complications of surgery as best known today. 
Without question, the book should form a part of 
every physician’s library. It should be placed not too 
far from the Bible, Webster’s dictionary and, of 
course, the medical dictionary. 

—H. V. ZuBER, M.D. 


Carcinoma of the Thyroid Gland. 
By Stuart Lindsay, M.D. Pp. 168. Price, $8.50. Charles C 
Thomas, Springfield, Ill., 1960. 


THIS BOOK is not recommended for general practi- 
tioners. In fact, physicians with some interest in 
thyroid problems— whether medical, pediatric or sur- 
gical—are unlikely to derive very substantial intel- 
lectual returns from even a close study of this 
volume. 

The author’s style and other features of the book 
are awkward. At times the text is ambiguous and 
frequently it is confusing. As an example of the 
author’s syntactic contortions, here is a sentence 
from Page 33: “Calcification is evident in many 
papillary carcinomas, and areas of cartilaginous or 
bony consistency in some.” 

Figure 12 is said to depict a pattern “identical to 
that in Figure 5.’’ Nevertheless, the latter is labeled 
a an anaplastic carcinoma and the former is identi- 
fied as a papillary carcinoma. It would appear that 
the occasional focus of papillary growth revealed 
here is of little prognostic value to the patient when 
the substance of the lesion is mainly anaplastic. This 
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problem is not clarified by pictures identified in such 
a fashion. 

Perhaps I can do the reader a service by quoting 
the beginning of Chapter 10: “This report is not 
primarily concerned with the details or evaluation 
of surgical or radiological therapy in thyroid car- 
cinoma and therapy administered to the 293 patients 
at the University of California Hospital is merely 
summarized in Table 57.” 

These aspects of thyroid carcinoma are thereafter 
dealt with in a table bereft of details that would 
have been helpful in clinically correlating the path- 
ologic studies under scrutiny in the book. 

The printing and typography are well done. 

— RICHARD L. VARCO, M.D. 


A Short History of Obstetrics and Gynecology. 
By Theodore Cianfrani, M.D. Pp. 419. Price, $12.50. 
Charles C Thomas, Springfield, Ill., 1960. 


Dr. CIANFRANI has compressed a vast store of his- 
toric data into a readable account of his subject. The 
development of obstetrics and gynecology is covered 
chronologically from prehistoric times to our own 
scientific era. 

It is obvious that the author has made a thorough 
study of archaeology and history. At the end of each 
chapter a list of historic facts serves as a kind of 
summary. The excellent illustrations also show the 
enormous amount of research necessary for such 
a publication. Photographs of unearthed statues, 
hieroglyphics and present-day aborigines—as well as 
pictures of many medical pioneers—abound in the 
book. 

As a reference source and as interesting reading in 
history, this book is highly recommended. 

—CHARLES G. BRYANT, M.D. 


Year Book of Drug Therapy 1960-1961. 
Edited by Harry Beckman, M.D. Pp. 587. Price, $8.50. 
The Year Book Publishers, Inc., Chicago, 1961. 


THE ANNUAL APPEARANCE of this book is eagerly 
awaited by those who try to keep up with the 
voluminous literature on drug therapy. As in previ- 
ous editions, Dr. Beckman has chosen what he con- 
siders the year’s most significant articles for review. 
There will, of course, be some who disagree with the 
choice of contents, particularly authors whose arti- 
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ATARAXOID IN BRIEF Araraxon contains the 
Glucocorticoid, prednisolone, and the ataractic 
Beent, hydroxyzine. ADVANTAGES: Artaraxow 
Sombines the tension-relieving effects of hydroxy- 
gine with the anti-inflammatory action of predni- 
Mlone, a well-established corticosteroid, for supe- 
Hor control without unexpected side effects. Owing 
ip the lessening of the anniety component, there is 
Biten an enhanced response to prednisolone, per- 
fitting significant reduction in the steroid dosage 
Required to provide relief. INDICATIONS: Those 
Honditions amenable to steroid therapy in which 
@nxiety and other emotional factors are associated ; 
Bllergic/inflammatory diseases of the skin and eyes, 
Bhronic bronchial asthma, severe hay fever, and 
Bther allergic states ; rheumatoid arthritis ; collagen 
Miseases and related conditions; and other muscu- 
Ioskeletal disorders (myositis, fibrositis, bursitis, 
etc.). ADMINISTRATION AND DOSAGE: 
IATARAXOID dosage varies with individual response. 
Clinical experience suggests the following daily 
Mosage: Initial therapy —4-6 5.0 Tab- 
iets. Maintenance—1-4 AtTaraxow 5.0 Tablets or 
@8 Ataraxorw 2.5 Tablets. After initial suppres- 
five therapy, gradual reduction of prednisolone 
Gosage should begin and continue until the small- 
@st effective dose is reached. Prescribe in divided 
doses, after meals and at bedtime. SIDE EFFECTS: 
Prednisolone may produce all of the side effects 
fommon to other corticosteroids. As with other 
Gorticosteroids, insomnia, mild hirsutism, moon- 
face and sodium retention have occurred. Osteo- 
porosis may develop after long-term corticosteroid 
therapy. PRECAUTIONS AND CONTRAINDI- 
CATIONS: Usual corticosteroid precautions should 
be observed. Incidence of peptic ulcer may increase 
On long-term prednisolone therapy. However, ther- 
apy has often been maintained for long periods 
Without adverse effects. Contraindicated in infec- 
tious disease including active tuberculosis (except 
under close supervision), peptic ulcer, certain in- 
fections of the cornea, such as dendritic keratitis, 
superficial punctate keratitis, epidemic keratocon- 
junctivitis, and in patients with emctional insta- 
bility. Caution is indicated in the treatment of 
diabetic patients and patients with severe cardio- 
vascular disease, and in some cases sodium restric- 
tion and potassium supplementation must be con- 
sidered, SUPPLIED: As green, scored ATARAXOID 
5.0 Tablets, containing 5 mg. prednisolone and 10 
mg. hydroxyzine hydrochloride and blue, scored 
Ataraxor 2.5 Tablets, containing 2.5 mg. predni- 
solone and 10 mg. hydroxyzine hydrochloride. 


More detailed professional information available 
on request. 


1. Brown, E. B., and Seideman, T.: J. Allergy 
29:80, Jan., 1958. 
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cles are not reviewed. However, by and large, Dr. 
Beckman has done a good job. Anyone who reads 
this book will unquestionably be well informed on 
advances in drug therapy during the past year. The 
editorial comments are to the point and often 
provocative. 

The new feature of the book, first introduced last 
year, which is called ‘‘A Critical Evaluation of the 
Year’s New Drugs” is certainly far from a critical 
evaluation. It consists of a long list of tradename 
drugs and combinations, most of which are no better 
than, and in some cases not as good as, drugs that 
have been available for years. A more valuable con- 
tribution would have been a detailed discussion of 
the 10 or 12 really effective drugs introduced during 
the past year. 

Worth reading in its entirety is the article at the 
beginning of the book, “Bases for Judgment of a 
New Drug.” —ARTHUR C. DEGRAFF, M.D. 


Handbook of Medical Treatment. 
7th ed. Edited by Milton J. Chatton, M.p., Sheldon Mar- 
gen, M.D. and Henry Brainerd, M.D. Pp. 546. Price, $3.50. 
Lange Medical Publications, Los Altos, Calif., 1960. 


THIS IS the seventh edition of Handbook of Medical 
Treatment since it was first published, in 1949. Its 23 
chapters are written by 11 contributors, each an 
educator associated with various medical centers. 
The first four chapters cover such general subjects as 
medical management, fluid-and-electrolyte balance, 
nutrition and treatment of symptoms. Basic con- 
cepts are presented with no attempt at detail. Dia- 
grams and tables aid careful analysis of available 
therapeutic measures. 

The remaining chapters deal with diseases of the 
various systems, chemotherapeutic agents, hormone 
therapy and techniques of medical rehabilitation. 
Each chapter is in compact outline form, describing 
major aspects of the disease entity. 

The editors have attempted to present a vast 
amount of material in a small handbook. They have 
succeeded by offering only basic facts, without dis- 
cussion, in small but readable print. The book is a 
fingertip manual. It is not meant as a library text but 
as an instrument to be kept in the physician’s desk 
drawer, in the intern’s or the resident’s coat pocket 
or in the hospital station. —R. O. QUELLO, M.D. 
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CLEAR EXPRESSION OF CONTROL 


e€The most important drug to be introduced in recent years 
...This is the drug of choice in the treatment of psychomotor 
epilepsy and in focal seizures, and is of particular value in 


the handling of intractable cases of grand mal epilepsy.” 


Employed alone or in combination, intractable to maximal doses of other anti- 
“Mysoline” exhibits dramatic effective- convulsants.Virtual freedom from toxic re 
ness, often where epilepsy has remained actionsis assured by a wide safety margin. 


* Forster, F. M.: Wisconsin M. J. 58:375 (July) 1959. Literature and bibliography on request. 
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indications: In the control of grand mal and 
pyenomotor seizures. 


Mal Dosage: Patients receiving no other 
Suponvulsants— Children under 8 years: 
mer of dosage same as for adults, but start 
mae tablet (0.125 Gm.) daily and 
Summease by 2 tablet daily each week, until 
Sol. (Where a smaller starting dose 
use 50 mg. tablet.) 

Beis and Children (over 8 years): 
Setiabiet (0.25 Gm.) daily (preferably at 
Meeaume) for 1 week. Increase by 1 tablet 
my each week, until control. Dosage exceed- 
Sue? Gm. daily presently not recommended. 


ments already receiving other anti- 
muuisants— Children under 8 years: 

Siially one-half the adult dose, or 0.125 Gm. 
Say, Gradual increases and decreases as 
escribed in adult regimen. (Where a smaller 
slanting dose is required, use 50 mg. tablet.) 
Adilis and Children (over 8 years): 

0.25Gm. daily, and gradually increased while 
thedosage of the other drug(s) is gradually 
decreased. Continued until satisfactory dosage 
level is achieved for combination, or until 

other medication is completely withdrawn. 


When therapy with “‘Mysoline’’ alone is 
the objective, the transition should not be 
completed in less than two weeks. 


Precautions: Side reactions, when they 

occur, are usually mild and transient, tending 
to disappear as therapy is continued or as 
dosage is adjusted. Commonly reported side 
effects are drowsiness, ataxia, vertigo, 
anorexia, irritability, general malaise, nausea 
and vomiting. No serious irreversible toxic 
reactions have been observed. (Occasionally, 
megaloblastic anemia has been reported 

in patients on ‘“‘Mysoline.”’ The condition is 
readily reversible by folic acid therapy, 

15 mg. daily, while ‘‘Mysoline”’ is continued.) 
As with any drug used over prolonged periods 
of time, it is recommended that routine 
laboratory studies be made at regular intervals. 


Supplied: No. 3430—‘‘Mysoline”’ Tablets — 
Each scored tablet contains 0.25 Gm. (250 
mg.) of Primidone, in bottles of 100 and 
1,000. No. 3431—‘‘Mysoline” Tablets— 
Each Scored tablet contains 50 mg, of 
Primidone, in bottles of 100 and 500. 


Also available: No. 3850 —‘‘Mysoline”’ 
Suspension — Each 5 cc. (teaspoonful) 
Contains 0.25 Gm. of Primidone,in bottles: 
of 8 fluidounces. 
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Fluid Balance in Obstetrics. 
By Philip Rhodes, M.B. Pp. 165. Price, $5.75. The Year 
Book Publishers, Inc., Chicago, 1960. 


TO QUOTE the author, “This book attempts to give 
the practicing clinician a synopsis of the fluid bal- 
ance problems of obstetrics.’’ Since most papers on 
this complex subject are written by research workers, 
the current literature is often technical and difficult 
to understand. This little book can be called, in 
many ways, a handbook for use by any physician 
engaging in obstetrics. 

The introductory chapter, on basic physical chem- 
istry, is followed by chapters on physiology of the 
nonpregnant woman and of normal pregnancy, fluid 
balance problems of normal and abnormal labor and 
complications of pregnancy and of the puerperium. 
Diagnosis and treatment are discussed. 

The author has simplified a rather complicated 
subject and has presented us with a convenient, al- 
most pocket-size, reference handbook. I intend to use 
it to the utmost. —CHARLES G. BRYANT, M.D. 


Manual for Examination of Patients. 

School of Medicine, The University of North Carolina. 

Pp. 281. Price, $4.50. The Year Book Publishers, Inc., 

Chicago, 1960. 

THIS MANUAL offers very good outlines of procedure 
for taking histories and doing physical examinations. 
It also describes some pertinent laboratory proce- 
dures for routine use. 

I am sure that any medical student will benefit 
from use of the manual. I do not recommend it for 
those other than students and interns. 

— ARTHUR N. JAY, M.D. 


Diseases of the Newborn. 
By Alexander J. Schaffer, M.D. Pp. 878. Price, $20. W. B. 
Saunders Company, Philadelphia, 1960. 
“‘A VERITABLE storehouse of pediatric knowledge 
pertinent to the newborn” is an inadequate descrip- 
tion of this volume. For any general practitioner car- 
ing for newborns, this book is a must. With 800 pages 
of material conveniently arranged by diseases and 
symptoms, it serves as an expert yet easy-to-under- 
stand adviser to physicians with or without an avail- 
able pediatric consultant. The illustrations are also 
praiseworthy. 
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Sleepers 


Coma, that closely resembles normal sleep, with the 
patient breathing quietly but slowly, may be due to a 
tumor of the posterior fossa. Restless and uneasy sleep 
from which patients can be partially aroused is some- 
times due to a lesion in the region of the hypothalamus. 
* * * 
On an expedition to Greenland, men were allowed to 
sleep whenever and as long as they wished every day for 
two years. In the entire group, the average time spent 
daily in sleep was seven and nine-tenths hours per person. 
* * 
In weightlessness studies, a human subject was immersed 
in a tub of water for seven days except for one hour of 
testing a day. He required little sleep — only about one 
hour out of each twenty-four. His sleep was generally 
light, oceasionally moderate, with a few periods of deep 
sleep lasting only from ten to twenty seconds at a time. 
If a sound, dependable sleep— without lethargy—is what 
your patient needs, prescribe Lotusate®. This somnifa- 
cient brings sleep in from fifteen to thirty minutes — 
sleep that lasts for from six to eight hours. Patients 
awaken refreshed, without lethargy. Lotusate comes in 
_ the form of slender purple Caplets®, a welcome change 
_ for the capsule-weary patient. 
Lotusate, intermediate-acting barbiturate, is available 
in Caplets of 120 mg. (2 grains) for insomnia. Dose: 1 
Caplet from fifteen to thirty minutes before retiring. 
Lotusate (brand of talbutal) and Caplets, trademarks reg. U. S. Pat. Off. 
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Practitioner’s Bookshelf 


Features include discussions of neonatal cardiol- 
ogy, principles of full-term and premature care, re- 
suscitation measures and erythroblastosis manage- 
ment, as well as a pharmacopeia with added recom- 
mendations. As universal as its appeal will be to 
pediatricians, the book should be equally appealing 
to any general practitioner who cares for newborns. 

— WALTER W. SACKETT, JR., M.D. 


Fractures, Dislocations and Sprains. 
By Philip Wiles. Pp. 67. Price, $7.50. Little, Brown & 
Company, Boston, 1960. 


THIS BOOK pictorially presents information necessary 
for diagnosis and treatment of fractures and disloca- 
tions. (Sprains are dealt with but not emphasized.) 

The line drawings are admirable and the figures 
describe the fracture patterns occurring at each site. 
Each of the many radiogram reproductions demon- 
strates a valuable point in the care of skeletal system 
injuries. 

For physicians who occasionally treat fractures, 
the book will be an extremely valuable reference 
source. It will also be used frequently if available in 
emergency rooms. —MALcom E. PHELPS, M.D. 


The Office Assistant in Medical Practice. 
2nd ed. By Portia M. Frederick and Carol Towner. Pp. 407. 
Price, $5.25. W. B. Saunders Company, Philadelphia, 
1960. 


ALREADY an excellent book, this new second edition 
of The Office Assistant is an even more valuable com- 
pendium of all aspects of an office assistant’s job. 
The chapter on bookkeeping has been greatly ex- 
panded, including illustrations of many new up-to- 
date office forms and a description of the ‘‘write-it- 
once” bookkeeping system. The instruments chapter 
includes additional information on sterilization. 

This is a book that will greatly help the new “Girl 
Friday” and will be a useful reference manual 
throughout her career. About half of the text deals 
with office procedures and about half with actual 
medical assisting duties—containing valuable tips 
for the receptionist, secretary, bookkeeper, nurse and 
technician roles that one girl often fills. 

With this book as a guide, the assistant can in- 
crease her efficiency, save the doctor’s time and build 
up patient good will. —Lois LAMME 
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Also Received 


ALTHOUGH GP endeavors to publish as many reviews 
of books as possible, space will not permit the review 
of all books received from publishers. 


Basic Psychiatric Concepts in Nursing. 
By Charles K. Hofling, M.p. and Madeleine M. Leininger, 
R.N. Pp. 540. Price, $6.25. J. B. Lippincott Company, 
Philadelphia, 1960. 


Cerebrospinal Fiuid Dynamics in Health and Disease. 
By David Bowsher, M.D. Pp. 80. Price, $4.75. Charles C 
Thomas, Springfield, Ill., 1960. 


The Chemical Basis of Clinical Psychiatry. 
By A. Hoffer, M.p. and Humphry Osmond, M.D. Pp. 277. 
Price, $8.50. Charles C Thomas, Springfield, Ill., 1960. 


The Chemistry of Thyroid Disease. 
By Rosalind Pitt-Rivers, PH.D. and Jamshed R. Tata. Pp. 
83. Price, $4.50. Charles C Thomas, Springfield, Ill., 1960. 


Cleft Lip and Palate Rehabilitation. 
By William H. Olin, p.p.s. Pp. 194. Price, $9. Charles C 
Thomas, Springfield, Ill., 1960. 


The Clinical Use of the Revised Bender-Gestalt Test. 
By Maz L. Hutt and Gerald J. Briskin. Pp. 168. Price, 
$5. Grune & Stratton, Inc., New York, 1960. 


Clinics in Electrocardiography. 
By Dale Groom, M.D. Pp. 152. Price, $8. Charles C 
Thomas, Springfield, Ill., 1960. 


Dietary Proteins in Health and Disease. 
By James B. Allison, PH.D. and William H. Fitzpatrick, 
PH.D. Pp. 86. Price, $4.50. Charles C Thomas, Spring- 
field, Ill., 1960. 


Eye Signs in General Disease. 
By F. Herbert Haessler, M.D. Pp. 118. Price, $5.75. 
Charles C Thomas, Springfield, Ill., 1960. 


Facts for Childless Couples. 
2nd ed. By E. C. Hamblen, M.p. Pp. 135. Price, $3.50. 
Charles C Thomas, Springfield, IU. 


Genetics. 
Edited by H. Eldon Sutton, PH.D. Pp. 229. Price, $6. The 
Josiah Macy, Jr. Foundation, New York, 1960. 
Haemopoiesis. 
Ciba Foundation Symposium. Edited by G. E. W. Wolsten- 
holme, M.B. and Maeve O’Connor. ‘Pp. 490. Price, $11. 
Little, Brown & Company, Boston, 1960. 


Husbands & Wives. 
By Robert O. Blood, Jr. and Donald M. Wolfe. Pp. 291. 
Price, $5. The Free Press of Glencoe, Illinois, Glencoe, 
1960. 
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Brand of talbutal 


The lotus flower brought comfort to Zeus, the most 
powerful of the Greek gods. Lotusate, dependable som- 
nifacient, brings comforting sleep to patients troubled 
by insomnia. 

Lotusate stops insomnia and brings needed sleep —with- 
out lethargy. An intermediate-acting barbiturate, it 
induces sleep in from fifteen to thirty minutes — sleep 
that lasts a natural span of from six to eight hours. The 
unique appearance of slender, purple Lotusate Caplets® 
will be a gratifying change for capsule-weary patients. 
A couch fit for the gods may not bring sleep, but Lotusate 
will — to hospital patients, travelers, driving, energetic 
business men and women, and to anyone else in need 
of sleep. 


Brings sleep—without lethargy 


Lotusate is available in purple Caplets of 120 mg. (2 
grains) for insomnia. Dose: 1 Caplet from fifteen to 
thirty minutes before retiring. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 
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a 
poe. 


Mr. M.J:, now 61, was admitted to 
a large teaching hospital in 1957 
with mild pulmohary edema and 
severe hypertension (300/170 
mm. Hg). Digitalis was given, along 
with reserpine and a ganglionic 
blocker.* He was discharged 16 
days later, with blood pressure of 
130/70 mm. Hg standing and 
170/110 supine. Blood pressure, 
within 4 weeks, was 170/105 mm. 
Hg (sitting and standing). But gan- 
glion-blocker therapy (alone or 
combined with chlorothiazide and/ 
or rauwolfia) failed to hold blood 
pressure down and the side effects 
—syncope, lightheadedness, diffi- 
culty in evacuation and micturition— 
became increasingly troublesome. 


Blood pressure controlled 
with Ismelin— 

patient active and comfortable 
On.March 1, 1960, the ganglionic 
blocker was replaced with SU-5864 
(Ismelint). Within 5 weeks, Mr. J. 
was nearly normotensive and ‘“‘felt 
100% better.’ 

As of October 5, 1960, blood 
pressure was 174/100 sitting and 
130/80 standing. There was no 
evidence of tolerance to Ismelin. 


*Therapy for this patient, during the 3% years 
of treatment described here, included digitalis 
and one or more of the following: rauwolfia, 
thiazides, Serpasil-Apresoline. 

TSU-5864 was introduced by CIBA as Ismelin® 
on July 5, 1960. 
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News 


Many AMA Actions at New York Meeting Tied to General Practice 


GENERAL PRACTICE, on the whole, fared well at 
American Medical Association’s 110th annual 
meeting June 25-30 in New York City. 

Considering that Academy Member Walter H. 
Judd received the coveted Distinguished Service 
Award, that the House of Delegates abolished the 
controversial “General Practitioner of the Year 
Award,” and agreed to establish more two-year 
residency pilot training programs encompassing 
obstetrics and surgery, general practitioners (and 
the Academy in particular) voiced general satis- 
faction with the New York City meeting. 

Dr. Judd, better known nationally as Repre- 
sentative Judd, Republican from Minnesota, won 
the DSA, one of the highest honors a physician 
can receive, over two worthy opponents—Dr. 
Eugene Pendergrass of Philadelphia and Dr. 
Shields Warren of Boston. The Minnesota Con- 
gressman was selected for his noted achievements 
as a medical missionary, humanitarian and 
statesman devoted to world peace. 

A medical missionary in China for 10 years, 
Dr. Judd has served in Congress since 1942. For 
More information on Dr. Judd and the award, see 
Personalities in the Medical News, page 35. 


General Practitioner Award Out 


The discontinuance of the AMA Award for the 
General Practitioner of the Year was a moral 
Victory in a matter of principle which had hit 
stumbling blocks in other recent AMA meetings. 
Resolution 94, introduced by a California dele- 
gate, won the endorsement of the Reference Com- 
Mittee on Reports of Board of Trustees as well 
as a decisive 128-64 vote in the House. 

The crux of the winning argument was that 
there is no reason to give an award to the out- 
Standing general practitioner of the year any 
More than there is to give one to the outstanding 
internist, pediatrician, surgeon, or other doctors 
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of medicine, especially since general practitioners 
themselves have voiced objections to this award. 


Training Programs Win 

Eight resolutions, all directed toward the cre- 
ation of other pilot two-year training programs 
in general practice, were considered by the Refer- 
ence Committee on Medical Education and Hos- 
pitals. These resolutions came from the delega- 
tions of Oklahoma, Kansas, Illinois, Washington, 
Mississippi, Iowa, Florida and Texas. 

The reference committee concluded and the 
delegates agreed that ‘‘there appears to be need 
for such training programs in general practice for 
those individuals who wish to have further ex- 
perience in obstetrics and surgery than may be 
available in the currently existing Family Prac- 
tice Program.” 

As a result, the following substitute for the 
several resolutions was proposed and adopted: 

“Resolved, That the Council on Medical Edu- 
cation and Hospitals should consider for approval 
other two-year programs in General Practice 
which incorporate experience in Obstetrics and 
Surgery. The Council will review these programs 
on the basis of their individual merits and con- 
duct a long-range evaluation of these new pro- 
grams as well as the previously established Fam- 
ily Practice Programs for subsequent study and 
report to this House.” 

This solution came only after some 14 wit- 


nesses presented the pro and con of such an 


expanded program. Dr. Charles Alvey and Dr. 
Lester Bibler, chairman and delegate, respective- 
ly, of the Section on General Practice were 
among the first heard. Among the other witnesses 
appearing on behalf of the resolutions were 
Academy Officers Julius Michaelson, James D. 
Murphy, Carroll Witten, Paul Read and Albert 
Ritt. 
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An Inaugural Highlight—New AMA President Leonard 
Larson (right) presented the Distinguished Service Award 
medal to the 1961 recipient, Academy Member Walter Judd, 


Minnesota Congressman. 


Members of the Council on Medical Education 
and Hospitals interjected other thoughts con- 
cerning the proposed changes. Dr. Clarke Wescoe 
tended to think that existing programs were all 
right. The council chairman, Dr. Leland McKit- 
trick, said that 187 of existing residencies include 
obstetrics and surgery and that 74 per cent of 
these are filled. He added, “You are not, in two 
years, going to teach anyone to do surgery 
capably and safely.” 

While the reference committee and the ma- 
jority of the delegates sided with the general 
practitioners supporting more pilot programs 
which include obstetrics and surgery, there were 
words of dissent on the House floor concerning 
the means of gaining support for the program. 

Dr. John Cline, a former AMA president, said 
that while he was not opposed to the intent of 
the program he did feel that it was highly im- 
proper to go around the country organizing such 
a pressure movement. 


Clarify M.D.-D.O. Relations 


Obviously in the mood to get something done, 
the House took on the perennial issue of M.D.- 
D.O. relationships. By adopting the report of the 
Reference Committee on Amendments to Con- 
stitution and By-Laws, the AMA will henceforth 
leave the M.D.-D.O. relationship policy up to 
the individual states. 

Ten years ago, agencies of the AMA first 
started studying the M.D.-D.O. relationship 
with a view to easing or ending the stalemate. 
The delegates turned thumbs down on recom- 
mendations offered in 1955 and 1959. 

In spite of this and in view of the osteopaths’ 
improvement of their schools and the trend to 
practice scientific medicine, the medical profes- 
sion has showed signs of being willing to col- 
laborate. 

Just recently the California Medical Associa- 
tion and California Osteopathic Association 
agreed to merge. However, up until this meeting, 
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AMA members have technically been barred 
from professional relations with members of the 
American Osteopathic Association. 

This year, after reviewing the report of the 
Judicial Council and resolutions from New York, 
Missouri and New Jersey delegations, the refer- 
ence committee recommended that the House 
adopt the following statement as AMA policy: 

1. There can never be an ethical relationship 
between a doctor of medicine and a cultist, that 
is, one who does not practice a system of healing 
founded on a scientific basis. 

2. There can never be a majority party and a 
minority party in any science. There cannot be 
two distinct sciences of medicine or two different, 
yet equally valid systems of medical practice. 

8. Recognition should be given to the transi- 
tion presently occurring in osteopathy, which is 
evidence of an attempt by a significant number 
of those practicing osteopathic medicine to give 
their patients scientific medical care. This transi- 
tion should be encouraged so that the evolution- 
ary process can be expedited. 

4. It is appropriate for the American Medical 
Association to reappraise its application of policy 
regarding relationships with doctors of osteo- 
pathy, in view of the transition of osteopathy 
into osteopathic medicine, in view of the fact 
that the colleges of osteopathy have modeled 
their curricula after medical schools, in view of 
the almost complete lack of osteopathic literature 
and the reliance of osteopaths on and use of 
medical literature, and in view of the fact that 
many doctors of osteopathy are no longer prac- 
ticing osteopathy. 

5. Policy should now be applied individually 
at state level according to the facts as they exist. 
Heretofore, this policy has been applied collec- 
tively at national level. The test now should be: 
Does the individual doctor of osteopathy prac- 
tice osteopathy, or does he in fact practice a 
method of healing founded on a scientific basis? 
If he practices osteopathy, he practices a cult 
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system of healing and all voluntary professional 
associations with him are unethical. If he bases 
his practice on the same scientific principles as 
those adhered to by members of the American 
Medical Association, voluntary professional re- 
lationships with him should not be deemed 
unethical. 


Strengthen Disciplinary Mechanisms 

As a result of an extensive study by the AMA’s 
Medical Disciplinary Committee, the committee 
reported that, by and large, adequate medical 
disciplinary mechanisms do exist and that they 
are used. The frequency and effectiveness of their 
use, however, are less impressive. The committee 
concluded that there has been a failure, in some 
areas, to act promptly, impartially, and objec- 
tively when the necessity arises. 

According to the report, one of the weaknesses 
has resulted because of the state medical associa- 
tions’ practice of limiting their concern to mat- 
ters that are appealed to them from the local 
level. 

In a move to strengthen the profession’s 
disciplinary mechanisms, the House approved the 
conclusions and recommendations of the Medical 
Disciplinary Committee, with only three word 
changes. The committee was then discharged 
with commendation and its functions will now be 
assumed as a continuing activity of the Judicial 
Council. 

One recommendation suggests that the AMA 
By-Laws be changed to confer original jurisdic- 
tion on the AMA to suspend or revoke member- 
ship of a physician guilty of a violation of the 
Principles of Medical Ethics or the ethical policy 
of the assocation regardless of whether action 
has been taken against him at the local level. 

Another recommendation ‘encourages and 
urges that each state association report annually 
to the AMA all major disciplinary actions taken 
within its jurisdiction during the preceding 
calendar year.” 
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Committee Representation— This Reference Committee 
on Amendments to the Constitution and By-Laws is rep- 
resentative of the AMA committees on which Academy 
members served. AAGP Member Malcom Phelps (fourth 
from left) is shown during hearings on the M.D.-D.O. 
relationship. 


The report urged state and county medical 
societies to utilize grievance committees as 
“grand juries” to initiate action against an of- 
fender so as to obviate the necessity of making an 
individual member complain against a fellow 
member. 

The House suggested that each medical school 
develop and present a required course in ethics 
and socioeconomic principles, and that each state 
board of medical examiners include questions on 
ethics and proper socioeconomic practices in all 
examinations for license. 


Stand on Surgical Assistant’s Fees 


The subject of surgical assistant’s fees aroused 
considerable discussion at the hearing before the 
Reference Committee on Insurance and Medical 
Service. The committee considered the report of 
the Board of Trustees regarding the inclusion of a 
surgical assistant’s fee in schedules developed by 
health insurance companies and prepayment 
plans, as well as two resolutions. These resolu- 
tions concerned “Opposing Action of the Ameri- 
can College of Surgeons Regarding Surgical 
Assistants,”’ and “Use of General Practitioners 
as Assistants at Operations.” 

The committee then recommended and the 
House approved the following five basic princi- 
ples developed by the Judicial Council and the 
Council on Medical Service: 

“1. Each member of the AMA is expected to 
observe the Principles of Medical Ethics in every 
aspect of his professional practice. 

“2. Each doctor engaged in the care of the 
patient is entitled to compensation commensu- 
rate with the value of the services he has per- 
sonally rendered. . 

“8. No doctor should bill or be paid for a ser- 
vice which he does not perform; mere referral 
does not constitute a professional service for 
which a professional charge should be made or 
for which a fee may be ethically paid or received. 

“4. It is ethically permissible for a surgeon to 
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employ other physicians to assist him in the per- 
formance of a surgical procedure and to pay a 
reasonable amount for such assistance. 

“This principle applies whether or not an 
assisting physician is the referring doctor and 
whether he is on = per-case or full-time basis. 
The controlling factor is the status of the assist- 
ing physician. If the practice is a subterfuge to 
split fees or to divide an insurance benefit, or if 
the physician is not actually employed and used 
as a’bona fide assistant, then the practice is con- 
trary to ethical principles. 

“5. Under all other circumstances where ser- 
vices are rendered by more than one physician, 
each physician should submic his own bill to the 
patient and be compensated separately.” 


AMA Insurance Report 


In the matter of developing an AMA-sponsor- 
ed insurance program, the Board of Trustees 
revealed in its report that it concludes it is im- 
possible to obtain a group annuity or retirement 
plan for AMA members which would have an ad- 
vantage over a plan which members might at this 
time secure as individuals. The report stated 
that if Congress ever provides a tax shelter for 
retirement plans for the self-employed, then such 
group plans would be advantageous and should 
be seriously considered by the AMA. 

However, the Board revealed that it had de- 
veloped a plan of group disability insurance 
which it believes meets the needs of AMA 
members. 

Significantly, Mr. Charles O. Finley, owner 
of the Kansas City Athletics, was much in 
evidence at the New York meeting. Mr. Finley, 
an insurance broker, presented a Lumbermen’s 
Mutual Casualty Company plan. This company 
reportedly had the inside track as carrier for an 
AMA-sponsored group disability program. 

The House ruled that the selection of a carrier 
should be left up to the discretion of the Board of 
Trustees and no firm decision was announced. 
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New Officers 


As successor to Retiring AMA President E. 
Vincent Askey of Los Angeles, Dr. Leonard W. 
Larson of Bismarck, N.D. was installed as the 
association’s 115th president. 

The new president-elect is Dr. George Fister 
of Ogden, Utah, who defeated Dr. Julian Price of 
Florence, S.C. for the post. 

Academy Member Eustace A. Allen of Atlanta, 
Ga. was elected vice president; Dr. Norman A. 
Welch of Boston was re-elected speaker of the 
House, and Dr. Milford O. Rouse of Dallas, Tex., 
re-elected vice speaker. 

New members of the Board of Trustees are 
Dr. Wesley W. Hall of Reno, Nev. to succeed Dr. 
Fister; Dr. Homer L. Pearson, Jr. of Miami, Fla. 
to replace Dr. Julian Price, and Dr. Charles L. 
Hudson of Cleveland, Ohio to fill out the term 
of the late Dr. Cleon A. Nafe of Indianapolis. 

The Board named Dr. Hugh Hussey, dean of 
Georgetown University School of Medicine and 
honorary Academy member, its chairman. 

New members of the Council on Medical Ser- 
vice are Dr. Charles Ashworth of Providence, 
R.I., and Dr. Burtis E. Montgomery of Harris- 
burg, 

Dr. Dwight L. Wilbur of San Francisco and 
Dr. Kenneth C. Sawyer of Denver, Colo. were 
elected to the Council on Medical Education and 
Hospitals. 


Many Other Actions 


From 115 resolutions and 28 reports, there 
were a great many lesser actions. Of special in- 
terest is the AMA’s reaffirmation of its support 
of the Kerr-Mills program and its opposition to 
any legislation of the King-Anderson type. 

The House reversed a Board recommendation 
and selected Portland, Ore. as the site of the 1963 
interim meeting instead of Las Vegas. There 
were some resolutions asking that interim meet- 
ings be discontinued. 
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AAGP Member Total Just Shy of 80 in AMA House of Delegates 


ACADEMY MEMBERS, 78 strong, served as delegates, alternates 
or ex officio members of the American Medical Association’s 
House of Delegates during the annual meeting in New York 
City. This is a slight drop from the 85 who served in this 
capacity at the clinical meeting in Washington, D.C. In addi- 
tion to the 78, three physicians with Academy affiliations are 
among the officers. They are Dr. Raymond McKeown of Coos 
Bay, Ore., secretary-treasurer and trustee; Dr. R. B. Robins 
of Camden, Ark., trustee and Dr. Hugh H. Hussey, honorary 
member from Washington, D.C., trustee. The following dele- 
gates and alternates are Academy members: 


B. W. McNEASE, M.D. 
Fayette, Ala. (Alternate) 


JOSEPH M. RIBAR, M.D. 
Fairbanks, Alaska (Alternate) 


JAMES M. KOLB, M.D. 
Clarksville, Ark. 


Fount RICHARDSON, M.D. 
Fayetteville, Ark. 


J. W. KENNEDY, M.D. 
Arkadelphia, Ark. (Alternate) 


C. C. LONG, M.D. 
Ozark, Ark. 


Burt L. Davis, M.D. 
Palo Alto, Calif. 


JAMES E. FELDMAYER, M.D. 
Exeter, Calif. 


LEOPOLD H. FRASER, M.D. 
Richmond, Calif. 


RALPH C. TEALL, M.D. 
Sacramento, Calif. (Alternate) 


GATEWoOD C. MILLIGAN, M.D. 
Englewood, Colo. (Alternate) 


NorMAN H. GARDNER, M.D. 
East Hampton, Conn. 


H. THomas McGuire, M.D. 
New Castle, Dela. 
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Burns A. DOBBINS, JR., M.D. 
Fort Lauderdale, Fla. 


WALTER E. MURPHREE, M.D. 
Gainesville, Fla. (Alternate) 


EUGENE G. PEEK, JR., M.D. 
Ocala, Fla. (Alternate) 


MADISON R. POPE, M.D. 
Plant City, Fla. (Alternate) 


EusTAce A. ALLEN, M.D. 
Atlanta, Ga. 


GEORGE R. DILLINGER, M.D. 
Thomasville, Ga. (Alternate) 


W. G. ELLIOTT, M.D. 
Cuthbert, Ga. (Alternate) 


ARTHUR F. GOODYEAR, M.D. 
Decatur, Ill. 


B. E. MONTGOMERY, M.D. 
Harrisburg, Ill. 


H. KENNETH SCATLIFF, M.D. 
Chicago, 

PAuL A. DAILEY, M.D. 
Carrollton, Ill. (Alternate) 


PAUL L. SHEEHE, M.D. 
Rockford, 


Francis L. LAND, M.D. 
Fort Wayne, Ind. 


WENDELL C. STOVER, M.D. 
Boonville, Ind. 


JOHN M. PARIS, M.D. 
New Albany, Ind. (Alternate) 


WALTER L. PORTTEUS, M.D. 
Franklin, Ind. (Alternate) 


C. H. STARK, M.D. 
Cedar Rapids, Ia. 


ELMER M. SMITH, M.D. 
Eagle Grove, Ia. 


GEORGE P. ARCHER, M.D. 
Prestonburg, Ky. (Alternate) 


J. VERNON PACE, M.D. 
Paducah, Ky. (Alternate) 


J. S. DETAR, M.D. 
Milan, Mich. 


G. B. SALTONSTALL, M.D. 
Charlevoix, Mich. (Alternate) 


A. E. M.D. 
St. Paul, Minn. 


J. P. CULPEPPER, JR., M.D. 
Hattiesburg, Miss. 


Guy N. MAGNESS, M.D. 
University City, Mo. (Alternate) 


ROLLA B. WRAY, M.D. 
Nevada, Mo. (Alternate) 


EARL F. LEININGER, M.D. 
McCook, Neb. 


WILLIAM C. KENNER, M.D. 
Nebraska City, Neb. (Alternate) 


LELAND §S. EVANS, M.D. 
Las Cruces, N. M. (Alternate) 


JOHN M. GALBRAITH, M.D. 
Glen Cove, N. Y. 


WILLIAM L. WHEELER, JR., M.D. 
New York, N. Y. 


Amos N. JOHNSON, M.D. 
Garland, N. C. 
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“Almost without exception at least three times 
more effective in raising the blood iodine /evel”’ 


SYNTHROID 


Influence of ‘‘equivalent’’ dosest of SYNTHROID and Desiccated Thyroid 
on Protein-Bound lodine Levels* in 28 myxedematous patients. 


DOSAGE OF DESICCATED THYROID 
0.1 mg. 6.1 DOSAGE OF SYNTHROID 


0.2 mg. 7.9 


0 10 20 30 40 50 60 70 ee 100 


PROTEIN BOUND IODINE microgram/100 ml. 


*Average pretreatment level, 2.38 mcg./100 ml. 195 determinations of serum P.B.I. level were made 
in these 28 patients. Reference: 1. Sturnick, M. I., and Lesses, M. F.: New England J. Med. 264:608 (Mar. 23) 1961. 


tEquivalent’’ dosage: 0.1 mg. of sodium I-thyroxine (SYNTHROID) is equivalent to % to 1 gr. desic- 
cated thyroid (opinion expressed by the Council on Pharmacy and Chemistry of the A.M.A.). 


and SYN i ROID 


Improved results obtained with desiccated thyroid* 


Patients Treated With Thyroid B.P.* and Later With Sodium I-thyroxine (SYNTHROID) 


Sex Thyroid Years of Sodium Weeks of Weight 
Age Dose Treat- Cholesterol P.B.I. |I-Thyroxine Treat- Cholesterol P.B.I. Loss 
(yrs.) (gr.) ment (mg.%) (mcg.%)| Dose(mg.) ment (mg. %) (mcg. %) (Ibs.) I 
M 57 1% 4 400 17 0.15 & 290 4.4 29 
F 71 2-3 8 260 0.7 0.2 10 200 7.0 11 ‘ 
F 65 2-4 8 552 2.3 0.2 8 299 45 9 
M 67 1-3 5 360 2.4 0.2 6 230 6.0 12 ( 
F 70 3-4 9 600 1.7 0.2 4 340 6.6 4 
F 62 1-3 10 299 1.6 0.1 8 164 3.9 3 J 
F 59 4 8 420 2.0 0.2 3 215 7.0 5 ‘ 


Precautions: As with other thyroid preparations, overdose may cause diarrhea or cramps, nervous- 
ness, tremors, tachycardia, insomnia, and continued weight loss. Medication, in such cases, 
should be stopped for 2-6 days, then resumed at a lower level. 


Contraindications: Thyrotoxicosis, acute myocardial infarction. 


For Hypothyroidism, these results strongly indicate SYNTHROID® 


(brand of sodium I-thyroxine) 
Reference: 2. Macgregor, A. G.: Lancet 1:329-332 (Feb. 11) 1961. *Brit. Pharmacopeia 


FLINT, Eaton & Company / Morton Grove, Illinois 


168 Volume XXIV, Number2 GP 


a 

| 
ee 0.4 mg. 8.6 

| 

: 

a 


Cari A. LINCKE, M.D. 
Carrollton, Ohio 


CHARLES A. SEBASTIAN, M.D. 
Cincinnati, Ohio 

GEORGE A. WOODHOUSE, M.D. 
Pleasant Hill, Ohio 

EDMOND K. YANTES, M.D. 
Wilmington, Ohio 

JAMES R. HUDSON, M.D. 
Cincinnati, Ohio (Alternate) 

H. T. PEASE, M.D. 
Wadsworth, Ohio (Alternate) 


MALcom E. PHELPS, M.D. 
El Reno, Okla. 


A. O. PITMAN, M.D. 
Hillsboro, Ore. 


DANIEL H. BEE, M.D. 
Indiana, Pa. 


M. Louise C. GLOECKNER, M.D. 
Conshohocken, Pa. 


ELMER G. SHELLEY, M.D. 
North East, Pa. 


HoRACE W. ESHBACH, M.D. 
Drexel Hill, Pa. (Alternate) 


ParK M. HORTON, M.D. 
New Milford, Pa. (Alternate) 


CHARLES N. WYATT, M.D. 
Greenville, S. C. (Alternate) 


G. W. CLEVELAND, M.D. 
Austin, Tex. 


J. B. COPELAND, M.D. 
San Antonio, Tex. 


J. C. TERRELL, M.D. 
Stephenville, Tex. 


JAMES H. WOOTEN, M.D. 
Columbus, Tex. 


J. L. COCHRAN, M.D. 
San Antonio, Tex. 


E. P. HALL, JR., M.D. 
Fort Worth, Tex. 


W. Linwoop BALL, M.D. 
Richmond, Va. 
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FREDERICK A. TUCKER, M.D. 
Seattle, Wash. 


A. G. YOUNG, M.D. 
Wenatchee, Wash. 


I. C. MUNGER, M.D. 
Vancouver, Wash. (Alternate) 


J. C. HUFFMAN, M.D. 
Buckhannon, W. Va. (Alternate) 


E. L. BERNHART, M.D. 
Milwaukee, Wis. 


L. O. SIMENSTAD, M.D. 
Osceola, Wis. 


J. M. BELL, M.D. 
Marinette, Wis. (Alternate) 


W. B. HILDEBRAND, M.D. 
Menasha, Wis. (Alternate) 


B. J. SULLIVAN, M.D. 
Laramie, Wyo. 


Delegates for 

General Practice Section 

LESTER D. BIBLER, M.D. 
Indianapolis, Ind. 


MILTON B. CASEBOLT, M.D. 
Kansas City, Mo. 


Ex Officio Members 
of the House of Delegates 


Dwicut H. MuRRAY, M.D. 
Napa, Calif. (Past President) 


W. Linwoop BALL, M.D. 
Richmond, Va. (Past Trustee) 


Academy Members Serving on Reference Committees 


MAtcoM E. PHELPS,M.D.. . . . 


WENDELL C. STOVER,M.D ..... 
CHARLES A. SEBASTIAN, M.D. . . . . 


B. J. SULLIVAN, M.D... . 


JAMES M. KOLB, M.D.. . 
JAMES E. FELDMAYER, M.D. . 


J. P. CULPEPPER, JR.,.M.D. ..... 
JOHN S. DETAR, M.D. (Chairman) . . . 
. . . Reports of Officers 


EARL F. LEININGER, M.D. (Chairman) 


H. THomas McGuIRE, M.D... .. . 
A. O. PITMAN, M.D. (Chairman) .. . 


. . Amendment to Constitution 
and By-Laws 


ve Reports of Board of Trustees 
. . Credentials 


. . Public Health and Occupational 
Health 


. Public Health and Occupational 
Health 


. Insurance and Medical Service 

. Legislation and Public Relations 
. . Legislation and Public Relations 

. Medical Military Affairs 


. . Section and Section Work 
. . Section and Section Work 
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Nard il the anxiety 


brand of phenelzine dihydrogen sulfate 

The outwardly anxious but inwardly depressed patient is 
often given tranquilizers, but...“Since the anxiety is actu- 
ally due to depression, the response, if any, is transient 
and occasionally the patient may even become worse.”* 
Nardil, a true antidepressant—not a tranquilizer—relieves 
the anxiety by removing the hidden depression. More 
than 100 clinical studies have established that as many 
as 4 out of 5 depressed patients respond to Nardil, while 


by removing the hidden depression 


less than 2% experience significant side effects. This 
outstanding therapeutic record, plus the added benefits 
of simplicity and economy (one dosage strength, one 
dosage schedule—one tablet t.i.d.), make Nardil ideal in 
the office treatment of depression. a 
Full dosage information, available on request, 
should be consulted before initiating therapy. . 2 


*Hobbs, L. F.: vincinta M. MONTH. 86 :692, (December) 1959. 
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New England Town Meeting, 
September 16-17 SOC Theme 


ON SEPTEMBER 16 AND 17, chapter officers 
throughout the country will gather at Kansas 
City’s Hotel Muehlebach for a Town Meeting, 
the theme of this year’s State Officers’ Confer- 
ence. 

Using the New England Yankee theme, Dr. 
Thomas Keenan of Rutland, Vt. and other mem- 
bers of the State Officers’ Conference Committee 
have planned a concise program of topics. 

The general subject areas are prepaid medical 
care, intraprofessional relations, insurance and 
legislation. 

The Town Meeting will open at 9 A.M., Satur- 
day, September 16, with a word of welcome from 
Academy President Floyd C. Bratt and introduc- 
tion of SOC Chairman Keenan. Other members of 
the committee are Dr. Lewis Cellio of Columbus, 
Ohio, Dr. C. Randolph Ellis of Malvern, Ark. 
and Mr. Robert Herzog, executive secretary of 
the Wisconsin chapter. 

The entire morning will be devoted to prepay- 
ment medical care with Dr. Cellio serving as 
moderator. Twenty-minute presentations will be 
made by the Council on Medical Service, repre- 
sented by its new chairman, Dr. J. F. Burton; 
Blue Shield Association, by George Cooley, 
secretary of the AMA Council on Medical Serv- 
ices; Blue Cross Association by its president, 
James E. Stuart; Health Insurance Institute by 
James Williams, and Health Information Foun- 
dation by its head, Dr. George Bugbee. 

There will be a discussion period from 10:50 
A.M. to noon. 

State officers will then be guests at a luncheon 
at the hotel where Dr. Keenan will preside. 
Luncheon speaker will be AAGP Executive 
Director Mac F. Cahal. His topic will be “The 
General Practice Image.” 
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Eight national organizations will present the 
Saturday afternoon program which will get under 
way at 2 P.M. Dr. Ellis will moderate. Each of 
the following will present a 15-minute presenta- 
tion: American Medical Association, Ernest B. 
Howard, assistant executive vice president; 
American College of Surgeons, Robert S. Myers, 
executive assistant director; American Society of 
Internal Medicine, G. Tod Bates, executive 
director; American Academy of General Practice, 
Dr. John S. DeTar, former president; American 
Hospital Association, Dr. Joseph Anderson; 
American Association of Medical Colleges, Dr. 
Vernon Wilson, dean of Missouri University 
School of Medicine; American College of Obstetri- 
cians and Gynecologists, Robert A. Kimbrough, 
medical director, and Joint Commission on Ac- 
creditation of Hospitals, Dr. Kenneth B. Bab- 
cock, director. 

An hour’s discussion period will complete the 
Saturday program. 

A Sunday morning session, beginning at 9 A.M., 
will be moderated by Mr. Herzog. The session 
opener, insurance, will be discussed by Mr. Roger 
Tusken, executive assistant at Headquarters. He 
will be followed at 9:30 A.M. by Austin Smith, 
president of Pharmaceutical Manufacturers As- 
sociation, who will discuss the last of the general 
subject areas, legislation. 

The practice of putting chapters of similar size 
into discussion groups to cover questions of 
mutual interest has proved so popular that two 
hours have been set aside for that purpose. These 
buzz sessions will begin at 10 A.M. 

At 1 P.M. there will be a complimentary lunch- 
eon at Academy Headquarters for all those who 
can stay. Chapter officers will then have an op- 
portunity to discuss specific problems with 
Headquarters personnel. 

On Saturday evening, a special dinner will be 


_ held at the Muehlebach. There will be profes- 


sional entertainment for the banquet, but final 
arrangements have not been completed. 
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This method 

two spermicidal lubricants which gives your patient 
“an opportunity to decide her aesthetic preference. 
(As an alternate to the i Koromex cream affords 
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Participants and Topics 
for September Symposium 
on Infectious Diseases 


THE Fifth Annual Symposium on Infectious Dis- 
eases will be held September 15 in Battenfeld 
Auditorium at Kansas University Medical Cen- 
ter, Kansas City, Kansas. 

The symposium, which will begin at 9 A.M., is 
sponsored by the Academy and the University of 
Kansas School of Medicine, through a grant from 
and with the cooperation of Lederle Laboratories, 
Pearl River, N. Y. A reception at Hotel Muehle- 
bach will follow the all-day program. There will 
be six guest speakers and Dr. Robert Weber, who 
will moderate the panels. 


Robert Weber, M.D. 
Assistant professor of medicine 
and microbiology at the Univer- 
sity of Kansas, Dr. Weber will 
be in his fifth year as sympo- 
sium moderator. 


Arthur D. Hengerer, M.D. 
Associate professor of gynecol- 
ogy at Albany Medical College, 
Dr. Hengerer is vice president 
of the New York State Division 
of American Cancer Society. 


HIS TOPIC: Vaginitis and Anti- 
biotic Therapy 
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Saul Krugman, M.D. 

A co-author of Infectious Dis- 
eases of Children, Dr. Krugman 
is affiliated with New York 
University as professor and 
chairman of the Department of 
Pediatrics. 


HIS TOPIC: Measles Vaccina- 
tion 


Ian Maclean Smith, M.D. 
Born and educated in Glasgow, 
Scotland, Dr. Smith is associate 
professor of internal medicine 
and chief of the Infectious Dis- 
ease Laboratory at the Univer- 
sity of Iowa. 


HIS TOPIC: Staphylococcal 
Bacteremia 


Robert N. Barr, M.D. 

A graduate of University of 
Minnesota Medical School and 
Johns Hopkins School of Hy- 
giene and Public Health, Dr. 
Barr is director of Minneapolis 
Public Health Service. 


HIS TOPIC: Oral Polio Vaccina- 
tion— Where Do We Stand? 


CharlesH. Rammelkamp, M.D. 
A professor of medicine at 
Western Reserve University, Dr. 
Rammelkamp has a distin- 
guished background of appoint- 
ments and affiliations through- 
out the nation. 


HIS TOPIC: The Diagnosis and 
Principles of Treatment of 
Streptococcal Infections 


Mark H. Lepper, M.D. 

A repeat symposium performer, 
Dr. Lepper is head of Univer- 
sity of Illinois’ Department of 
Preventive Medicine and con- 
sulting director of the respira- 
tory center. 


HIS TOPIC: Gammaglobulin 
and Infection 
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stimulating respiratory and circulatory function, GERONIAZOL TT* 
relieves mental confusion, depression, anxiety, and emotional insta- 
bility—frequent problems in patients after forty—due to presenile 
changes in the vasculature of the brain. Notable benefit usually is 
seen within one to three weeks of therapy. It improves appetite, 
sleep pattern, and outlook—and GERONIAZOL TT* is non-hypertensive, 
non-excitatory. 

Neither a tranquilizer nor a psychic energizer, GERONIAZOL TT* 
provides a physiologic stimulation of the cerebrum to permit the 
patient to adjust to his surroundings, become part of life itself 
again—and attain the right frame of mind. 


_ 1. Curran, T. R., and Phelps, D. K.: Am. Pract. & Dig. Treat. 11: 617, 1960. 
* 2, Levy, S.: J.A.M.A. 158: 1260, 1958. 8, Connolly, R.: W. Va. Med. J. 56: 268, 1960. 


GERONIAZOL TT 


*TEMPOTROL® (Time Controlled Therapy) 


References 


PHILIPS ROXANE, INC. Columbus 16, Ohio 


continuous, 24-hour cerebral oxygenation for the aging patient. By 


Each TEMPOTROL contains: 
Pentylenetetrazol, 300 mg.; and 
Nicotinie Acid, 150 mg. 
Indications: Respiratory and cir- 
culatory stimulant for the aged and 
debilitated with symptoms of mental 
confusion, depression, anxiety or 
arteriosclerotic psychosis. 
Contraindications: None known in 
recommended dosage. 

Dosage: One GERONIAZOL TT* 
tablet, b.i.d. 

Supplied: Bottles of 42 tablets (8 
weeks’ treatment). 
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Trends and Events in the Nation’s Capital 


From GP’s Special Washington Correspondent 


COOPERATION of private physicians is being 
sought by the National Institutes of Health in 
connection with two newly inaugurated clinical 
investigations. Selected patients with diagnoses of 
familial Mediterranean fever or medulloblastoma 
are desired for these studies. 

Familial Mediterranean fever occurs most com- 
monly in persons of Armenian, Sephardic Jewish 
or Arab descent. The NIH study needs patients 
who are having episodes of abdominal or chest 
pain associated with fever. Physicians wishing 
information on referral procedures are asked to 
communicate with Sheldon M. Wolff, M.p., Na- 
tional Institute of Allergy and Infectious Dis- 
eases, NIH, Bethesda 14, Md. 

Chemotherapy of medulloblastoma is the ob- 
jective of the other clinical study for which 
selected patients are needed. Inquiries should be 
directed to Myron Karon, M.D., General Medicine 
Branch (Chemotherapy Service), National Can- 
cer Institute, NIH, Bethesda 14, Md. 


Psychiatrist Lauds AAGP 


A nationally prominent psychiatrist, testifying 
recently before a congressional committee, ex- 
pressed high praise of the American Academy of 
General Practice for its postgraduate training 
efforts in furtherance of mental health. 

Dr. Francis J. Braceland, past president of 
American Psychiatric Association and a practi- 
tioner in Hartford, Conn., appeared before the 
Senate Appropriations Committee to support use 
of federal funds for training purposes. 

“Tam delighted to see the ever-increasing num- 
ber of patients being treated in the community by 
honpsychiatric physicians,’’ the witness said. ““The 
caliber of this treatment has improved considera- 
bly over the last few years. This speaks well for 
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the medical profession in general, and in particular 
for the American Academy of General Practice 
who, in all parts of the country, is initiating lec- 
ture and seminar courses in psychiatry. 

“Family physicians are attending these courses 
religiously. They will now be able to do things 
for mental patients that they never were able to 
do before.” 

Dr. Braceland emphasized that he was not ad- 
vocating transfer of physicians from family prac- 
tice to specialization in psychiatry. 

“Although this program of psychiatric training 
for general practitioners has not. been going on 
very long, it looks as though an excellent job is 
being done. If Congress had not had the wisdom 
and foresight to initiate and support this pro- 
gram, we would not have the 200 general practi- 
tioners being trained in psychiatric residencies at 
the present time. This may not seem like a large 
number, but trained mental health personnel is a 
precious commodity and it takes a very long time 
to produce them.” 

Aging Statistics 

A great many interesting statistics about the 
country’s older citizens have been rounded up ina 
booklet by staff experts of the Senate Special 
Committee on Aging. These are a few samples: 

Sixty years ago, 1 American in 25 was 65 or 
older; today 1 out of 11 is in that category. 

The 1960 census disclosed that 55 per cent of the 
65-and-over population are women; they com- 
prise 61 per cent of the 85-plus group. 

In 1950, 66 per cent of all men 65 and over were 
married and 24 per cent were widowed. Ten years 
later, 72 per cent were married and 19 per cent 
widowed. Correspondingly, 36 per cent of women 
in the same age category were married in 1950 
and 55 per cent were widowed. In 1960, the figures 
were 37 per cent and 58 per cent, respectively. 
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Now arthritic 
can controlled 


with much lower steroid dosages 


With Somacort to relax muscles and relieve pain, 
tender joints need far less steroid 
to reduce inflammation 


Somacort is a safe, logical step-up in 
treatment during the rough days when 
your patients need more than salicyl- 
ates to keep comfortable and active. 

Soma, by itself, benefits many ar- 
thritics by relieving the muscle spasm 
and pain which arise from joint inflam- 
mation. Thus with Somacort, which 
combines Soma with prednisolone, the 


amount of steroid needed to control in- 
flammation' can be kept within more 
conservative limits. 

Somacort is well tolerated even 
when used for long-term therapy in 
more serious cases. 


1. Wein, A. B.; The Use of Carisoprodol (SOMA) in Orthopedic 
Surgery and Rehabilitation, Miller, James G., ed., Wayne State 
University Press, Detroit, Michigan, 1959. 


Recommended dosage: 1 or 2 tablets q.i.d. (Each tablet 
contains 350 mg. carisoprodol, 2 mg. prednisolone) 


(carisoprodol, Wallace, with prednisolone) 


® 
) Wallace Laboratories, Cranbury, New Jersey 
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News 


Between 1950 and 1960, increases in the aged 
population by states ranged from 132.9 per cent 
in Florida down to 10.6 per cent in Vermont. That 
state, along with Alaska, Maine and New Hamp- 
shire, had gains in the senior citizen population 
which were smaller than the U.S. population gain 
for all ages (18 per cent). 

“New Population Facts on Older Americans, 
1960” is one of a series of monographs and special 
publications issued by the Special Committee on 
Aging, U.S. Senate. Chairman of the committee is 
Sen. Pat McNamara (D-Mich.), an aggressive 
supporter of medical care benefits under the social 
security mechanism. 


Ribicoff Questions Over-specialization 


Abraham A. Ribicoff, HEW Secretary, ques- 
tions the wisdom of over-specialization in medical 
practice, particularly when it is accompanied by 
a decline in general proficiency. 

“The ‘family doctor’ is a vanishing breed,” the 
Cabinet member said in a recent speech. “‘Is this 
necessary or desirable? Obviously, many of the 
triumphs of modern medicine depend absolutely 
upon extreme specialization. But how far can we, 
or should we, go down the road toward fractioni- 
zation of the patient—toward making him a 
heart, a head, a tooth, a set of bones? 

“Can we somehow preserve the values of the 
old ways, of the personal family doctor, while in- 
corporating the values of the new specialization?” 


Check Hemorrhoid Remedy Claims 


The Federal Trade Commission has opened an 
industry-wide investigation of advertising claims 
for over-counter hemorrhoid remedies. First step 
was to send questionnaires to some 100 manufac- 
turers in this field. They are requested to forward 
samples of advertising used over the preceding 
six months and the quantitative formulas of sales 
products. 

“We intend to find out what evidence the mak- 
ers of hemorrhoid products have to support their 
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advertising,” said Daniel Murphy of the FTC 
Bureau of Litigation. “Our own monitoring of 
such advertising would indicate that some very 
questionable claims are being made. By the use 
of our powers under Section 6 of the Federal 
Trade Commission Act, we intend to make an 
exhaustive examination of the whole problem of 
hemorrhoid advertising.” 


Also see AMA Washington Report, page 191. 


New Medical Licenses Incréased in 1960; 
Fewer First Licenses, Smaller Net Gain 


IN 1960, for the ninth consecutive year, there was 
a slight increase in the number of new medical 
licenses issued in this country. During the year 
approximately 16,211 physicians were registered, 
compared with 16,068 in 1959. 

These figures were released in the annual re- 
port of the Council on Medical Education and 
Hospitals of American Hospital Association. 

Of the 16,211 who received new licenses, 8,030 
physicians received their first licenses, a decline 
of 239 from the 8,269 issued in 1959. 

Since about 3,700 physicians died last year, 
there was a net gain of 4,330 in the physician 
population in 1960. This was a smaller net gain 
than the 4,769 physician increase in 1959. 

During 1960, California issued the largest num- 
ber with 2,427. New York issued 1,572, while 
more than 500 were registered in the following 
states—Florida, Illinois, Michigan, New Jersey, 
Ohio, Pennsylvania, Texas and Virginia. 

Only 3.3 per cent of the 5,502 graduates of 
approved medical schools failed to pass the 1960 
examinations. Sixteen approved medical schools 
in the United States and three in Canada had no 
failures among their graduates. 
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(Excerpt of letter from 


one 


Mrs. M. G., San Francisco, California. Name available on request.) 


You know that chronic lower back trouble is 
not a simple matter. The Posturepedic mattress, 
then, cannot be a “‘cure.”’ But patients who have 
tried Posturepedic and doctors who use it, too, 
know it can help. They find the firm, level sup- 
port Posturepedic gives to spine and muscular 
system in back and limbs promotes normal, 
healthful sleep among all persons. 


We invite you to take advantage of 
a professional discount | 


Retail 


Posturepedic Mattress each $79.50 (add state tax) 
Posturepedic Foundation each $79.50 (add state tax) 
Posturepedic in Foam Rubber $159.00 per set (add state tax) 


This is a saving of $39 per set over 
the regular retail price for innerspring 
mattress and matching foundation. 
Limit: one full or two twin size sets. 
MAIL TO: Sealy Mattress Co., 
666 N. Lake Shore Dr., Chicago 11 


The Sealy Posturepedic, as you undoubtedly 
know, is designed in cooperation with leading 
orthopedic surgeons. We believe your investiga- 
tion and personal use will firmly convince you 
of its distinctive benefits and, we would hope, 
merit your valued recommendation. Why not 
prove it to yourself by taking advantage of this 
liberal professional discount plan now? 


Professional 


$ 60.00 
$ 60.00 
$120.00 


0 Enclosed is my check. Please 
send the Sealy Posturepedic 
set(s) indicated below. 


O 1 Full Size 
0 1 Twin Size D 2 Twin Size 


0 Please send me additional in- 


formation about professional City. 


Zone. 


State 


‘discounts on Sealy Posture- 
pedic mattresses. 
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California M.D.-D.O. Merger Now 
Must Get Court and Voter Approval 


THE AGREEMENT by both the California Medical 
Association and California Osteopathic Associa- 
tion to bring the state’s doctors of osteopathy 
into the ranks of medicine has now run into a 
legal barrier. 

After the American Osteopathic Association 
expelled its California chapter because of the 
merger plans, the AOA set up in its place the 
Osteopathic Physicians and Surgeons of Cali- 
fornia. This new osteopathic group now has filed 
a suit in the California Superior Court in Los 
Angeles to prevent the merger. 

Even if the plan gets past the court, the agree- 
ment must also be approved by the voters in the 
state. This would mean that the state legislature 
would place the merger on the ballot at the gen- 
eral election in November, 1962. 

In essence, the plan points toward eventual 
elimination of the D.O. state license. Some 2,300 
of the 14,000 D.O.’s in this country practice in 
California. The merger steps include: 

1. Absorpzion of the COA into the CMA asa 
component society. 

2. Conversion of the College of Osteopathic 
Physicians and Surgeons in Los Angeles into a 
fully-accredited medical school. 

3. Transfer of jurisdiction over medical licen- 
sure in California to the M.D. board of licensure. 

4, Awarding of M.D. degrees to those D.O.’s 
who (a) choose to become M.D.’s and (b) are 
approved by the newly-converted College of 
Osteopathic Physicians and Surgeons in Los 
Angeles. D.O.’s who wish may retain their osteo- 
pathic degree, but none may hold both M.D. and 
D.O. degrees. In all cases, the decision will be 
made freely by the individual. 

Hospital accreditation will also be based on 
individual merit. 

_The California osteopaths, under present 
licensure requirements, have had at least three 
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years of undergraduate training, the full four 
years in osteopathic college, and a year’s intern- 
ship in an appropriate hospital. 

The CMA house of delegates was the first body 
to ratify the merger, doing so during its annual 
meeting by a vote of 296 to 63. Subsequently, on 
May 18, the COA also approved, by a 100 to 10 
vote, at its annual convention. 

Aside from eliminating California as a major 
center of osteopathy, the merger, if it becomes 
effective, will mean an increase in the number of 
M.D.’s doing general practice. About 90 per cent 
of the state’s osteopaths are in general practice. 


Two-Thirds of Foreign Exam Applicants 
In This Country Pass April 4 ECFMG Test 


ABOUT TWO-THIRDS of the foreign medical gradu- 
ates who took the April 4 examination in this 
country are now either fully qualified or have 
provisional qualifications to participate in intern 
and residency programs in U.S. hospitals. The 
results of the examination have been released by 
the Educational Council for Foreign Medical 
Graduates which has conducted the tests since 
1958. 

Of the 5,326 who took the test in this country, 
2,063, or 38.7 per cent, got 75 or better and 
1,646, or 30.9 per cent, got provisional qualifica- 
tion with 70 to 74. (Of the 7,826 who took the 
test here and abroad, 5,382 were certified.) 

Under the examination rules, those whose mark 
is 75 or better are accepted as fully qualified. 
Those who receive 70 to 74 receive provisional 
qualification, subject to re-examination within 
two years. 

Dr. Dean F. Smiley, ECFMG executive direc- 
tor, reports that the most significant change is 
the way the number and quality of those taking 
the examination abroad are steadily going up. 

This year, for those given the test abroad 41.6 
per cent got 75 and 25.3 got 70 to 74. 
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What is Missing 
From 900-Calorie Dietaries? 


MELOZETS* makes almost any weight reduction 
program more complete by providing bulk 
for appetite satisfaction and normal bowel function. 


Melozets has long been recognized as a useful 
and effective adjunct to low-calorie diets in the 
management of obese patients. The rationale is 
a simple one. A wafer or two of Melozets taken 
with a glass of water before meals supplies bulk 
as a mechanical means to overcome the empty, 
gnawing feeling to which chronic overeaters so 
easily surrender. Patients find Melozets actually 
helps make dieting easier. 


Especially Valuable with 900-Calorie 
Dietaries—Melozets and the new 900-calorie 
complete dietaries, taken together, can form 
the basis of a highly effective weight reduction 
program for many patients. Melozets is particu- 
larly valuable in such a regimen because it 
helps maintain physiologic balance. Melozets 
acts in much the same way as natural bulk 
foods, tending to encourage normal bowel 
function. Constipation is rarely a problem. 


Supplies Bulk—Melozets provides bulk in 
the form of methylcellulose which passes 
through the gastrointestinal tract in a physio- 
logic manner without interference with normal 
digestion and absorption. It is not absorbed by 
intestinal mucosa, nor broken down by intesti- 


nal enzymes. One wafer of Melozets, taken with 
a glass of water, provides approximately 200 cc. 
of bulk—about one-fifth the content of the 
average stomach. 


Tastes Like Graham Crackers— Patients 
readily accept Melozets as part of the diet be- 
cause it comes in such a convenient and pleas- 
ant-tasting form. The methylcellulose wafers 
are crisp and appetizing. They look and taste 
like graham crackers. Each wafer contains 1.5 
Gm. of methylcellulose in a wheat flour base 
together with sugars, salt and other flavors. One 
wafer is equivalent to 30 calories. 


Suggested Dosage — As an adjuvant in the 
management of obesity, one or two wafers of 
Melozets may be taken before meals or when 
hungry. Not more than eight wafers should be 
taken in any twenty-four hour period. In plan- 
ning the diet due consideration should be given 
to the caloric value of the wafers. To ensure 
adequate hydration of the methylcellulose, it is 
essential that a full glass of water or some other 
suitable liquid be taken with each wafer. 


Economical to Take—Melozets is supplied 
in one-half pound boxes, each box containing 
approximately 28 wafers. Thus the benefits of 
dieting with Melozets may be realized for only 
a little more than one dollar per week. 


Clinical trial supply promptly 
available on request. 
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Medical News in Small Doses: 


IMMEDIATE Past President John G. Walsh was 
one of the featured speakers at a recent socio- 
economic symposium held during the annual 
meeting of the Oklahoma State Medical Associ- 
ation. Other participants included Rep. Dale Al- 
ford, doctor-congressman from Arkansas; Dr. 
F. J. L. Blasingame, executive vice president of 
American Medical Association, and Dr. Robert S. 
Myers, executive assistant director of the Amer- 
ican College of Surgeons . . . Academy Member 
Jesse Rising, who heads the Postgraduate Edu- 
cation Department at Kansas University Medi- 
cal Center, is now a full professor at the school 
... New resident physician for Russell Sage Col- 
lege in New York is Academy Member Joseph H. 
Denton of Troy, N.Y... On May 17, Dr. Carroll 
Witten of Louisville, Ky., speaker of the AAGP 
Congress of Delegates, lectured at a national 
symposium for U.S. medical college faculty rep- 
resentatives in Brooklyn, N.Y. His topic was 
“Training of Allied Medical Personnel for Ex- 
panded Functions in Disaster.” ... Dr. W. M. 
Wood, Academy member from Carthage, Miss., 
has been named to the board of directors of 
Mississippi State Cancer Society for a one-year 
term . . . New York Republican, Sen. Jacob 
Javits, has proposed an international medical 
college in New York for the training of foreign 
students . . . New York State Medical Society 
has named Academy Member Mary Ridgway 
Tinker the outstanding general practitioner of 
New York State for 1961 . . . During University 
of Arkansas’ third annual Preceptorship Day, 
the Academy’s R. B. Robins and Lawrence 
Drewrey, both of Camden and Louis Whittaker 
of Ft. Smith were among the guest speakers . . . 
Another Arkansan, former AAGP President 
Fount Richardson of Fayetteville, has been hon- 
ored by the University of Arkansas as a distin- 
guished alumnus. 
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MULTIPLE PUNCTURE VACCINATOR 


MONO-VACC 


FOR SMALLPOX VACCINATION 


Squeeze vaccine from 
capillary tube onto 
points until vaccine 
wells up to cover tips 
of all 9 points. 


Slip tsaded Mono-Vacc 
firmly onto thumb so 
the points protrude from 
the volar surface. 


Make skin taut; place 
fingers of hand with 
Mono-Vacc on medial 
side of upper arm; press 
Mono-Vacc firmly into 
lateral aspect of del- 
toid area only once. 


* NO “NEEDLE FEAR” OR STRUGGLING 


Mono-Vacc is virtually painless, non- 
frightening, and well accepted by child and 
parent. 


SMALLER, COSMETICALLY SUPERIOR SCAR 


Mean size .36 cm with Mono-Vacc compared 
to .6 cm with conventional method. 


HIGHER PERCENTAGE OF “TAKES” 


97.7% with Mono-Vacc in previously unvac- 
cinated infants. 


QUICK, CONVENIENT, DISPOSABLE 
Eliminates needle aiming and is rapidly ad- 
ministered by physician or nurse. Discarded 
after use. 

1. Kravitz, H.; PEDIATRICS, Feb., 1961, Vol. 27, P. 219-226. 


Available: Boxes of 12 sterile units. 
*Trade Mark Applied For See package insert before using. 


For Mono-Vacc literature, just fill in coupon and 
return. 


LINCOLN LABORATORIES, INC. 1 
Decatur, Illinois 
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News from the State Chapters 


A MEMORIAL LOAN FUND to aid future general 
practitioners studying at the University of West 
Virginia School of Medicine was established by 
the West Virginia chapter during its annual 
meeting May 19-21 in Charleston. 

Asum of $1,000, half of which was contributed 
by the chapter and half by officers and directors, 
is to be turned over to the university. The school 
will then appoint a committee to select medical 
students qualified for loans. 

As one means of assuring growth of the fund, 
the chapter voted to contribute $25 when a 
member dies rather ‘than send flowers to his 
family. 

Dr. Don S. Benson of Moundsville was named 
president-elect during the three-day meeting held 
in the Charleston Civic Center. Dr. Liskie J. 
Moore of Huntington is the new vice president 
and Dr. Joseph A. Smith of Dunbar, the secre- 
tary. Dr. Randall Connolly of Vienna was in- 
stalled as president succeeding Dr. J. Keith 
Pickens of Clarksburg. (See cut.) 

Mr. George K. Eubanks of New Martinsville, 
W. Va., delivered the banquet address entitled, 
“The Fallacy of After-Dinner Speaking.” Mr. 
Eubanks is commercial manager of a radio sta- 
tion in New Martinsville. 
¢ Dr. Harriet M. Harry of State College, Pa., 
was named president-elect during Pennsylvania 
chapter’s 13th annual meeting at the Hotel 
Traymore in Atlantic City. She is the first woman 
to hold this post in Pennsylvania. Dr. Harry, 
whose husband, William L. Henning, is Secretary 
of Agriculture in Governor David Lawrence’s 
cabinet, was previously vice president of the 
chapter. : 

Other officers elected were Drs. John J. Snyder 
of Harrisburg, vice president; Hiram L. Wiest 
of East Petersburg, secretary, and Kenneth F. 
Miller of Pittsburgh, treasurer. Dr. William Y. 
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West Virginia Presidents—Shown during a break in West 
Virginia chapter’s annual meeting are (left to right) 
Past President J. Keith Pickens of Clarksburg, President 
Randall Connolly of Vienna and President-elect Don S. 
Benson of Moundsville. 


Rial, speaker, and Dr. Horace F. Darlington, 
vice speaker, were re-elected to their respective 
offices. 

In spite of bad weather conditions, total regis- 
tration at the May 10-13 meeting was 360. 

An officers’ conference for chapter presidents, 
secretaries, committee chairmen and delegates 
preceded the opening of the first session of the 
congress of delegates on Wednesday. Topics of 
discussion included, “Our Building and Equip- 
ment Fund Campaign,” “How We Can Help 
Each Other,” “‘A Review of the Academy’s 
Sponsored Plans” and “Your New Academy 
Retirement Plan.” 

The first scientific session opened Friday 
morning with four presentations. Speaking were 
Dr. Jesse W. Mahoney of New York University, 
“The Role of the General Practitioner in the 
Patient with Multiple Injuries’; Dr. Ernest W. 
Chick of Durham, N. C., “Pulmonary Fungus 
Infections—Missed Diagnoses”; Dr. Peter A. 
Theodus of Jefferson Medical College, “The 
Pneumonoconioses—a Pennsylvania Problem,” 
and Dr. John Y. Templeton of Jefferson Medical 
College, “Diagnosis and Treatment of Pulmo- 
nary Lesions.” 
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In recent taste tests by over 800 children, 


tas te - iC sted the flavor of ViSol® was preferred over 


other chewable vitamin tablets...as much 
as 2 to 1 in some cases. 


by Cxper ts Vi-Sol chewable vitamins are reformulated 
e on an authoritative basis,* with practical 

VU é modifications, to provide safe, rational lev- 
els of vitamins C, D and A for the growing 


Chewable Vit amins child—preschool to adolescent. 


TRI-VI-SOL® + POLY-vi-SOL®+ DECcA-vi-soLe *J-A.M.A. 169:41-45 (Jan. 3) 1959. seast 
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A panel on problem cases and questions on the 
papers presented was moderated by Dr. Kath- 
erine Boucot of Womans Medical College, Phila- 
delphia. 

Included on the Friday afternoon program 
were Dr. Richard T. Smith of Pennsylvania 
Hospital, “Gout”; Dr. George T. Ludwig of 
University of Pennsylvania, “Porphyria and 
General Practice’; Dr. Charles W. Wirts of 
Jefferson Medical College, ‘‘Nutrition in Gastro- 
intestinal Disease,” and Dr. John F. Mueller of 
Cincinnati, ““Diet and Heart Disease.”’ 

The Saturday morning session dealt with 
Medicolegal medicine. Speakers were: Dr. A. 
Reynolds Crane, director of the Ayer Chemical 
Laboratory in Pennsylvania Hospital, ‘The 
Coroner Versus the Medical Examiner’; Dr. 
Joseph W. Spelman, medical examiner of the 
City of Philadelphia, “Suicide or Murder’’; Dr. 
Russell S. Fisher, chief medical examiner of the 
State of Maryland, “Poisoning—Accidental or 
Intentional?”’ and William Caldwell, Assistant 
District Attorney, Dauphin County, Harris- 
burg, Pa., ““The Doctor as a Criminal Witness.” 

Concluding the two days of scientific meetings 
Were the Saturday afternoon speakers: Julius J. 
Bentman, D.D.S., of Lancaster, Pa., “New 
Thoughts and Treatment of Common Oral Le- 
sions’; Dr. P. Robb McDonald of Lankenau 
Hospital, Diseases,” and Dr. Irving L. 
Ochs of Johns Hopkins, “Office Otology.” 

An annual dinner dance was held May 12 in 
Hotel Traymore. Dr. Winfield B. Carson, Jr. of 
Bethel Park was installed as president of the 
chapter during the evening. He succeeds Dr. 
Edward J. Kowalewski of Rothsville. 

In his president’s address, Dr. Kowalewski 
warned that medicine will fail to solve its own 
problems because of the strength of its stubborn- 
hess unless various special medical societies unite 
to meet common objectives. 

He further pointed out that if doctors continue 
at cross purposes, “the government is going to 
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shove an unpalatable plan right down the throat 
of all of us.” 

@ During Washington chapter’s annual meeting 
in Spokane, the congress of delegates decided on 
Bellingham, Wash. as host city for the 1962 
meeting. The date is May 17-19. 

Other actions of the delegates included the 
election of officers for the coming year. Dr. 
Louis S. Dewey of Omak was named president- 
elect, succeeding Dr. Arthur B. Watts of Belling- 
ham, this year’s president. Dr. Ronald M. Gill of 
Moses Lake is the new vice president, and Dr. 
John R. Hahn of Arlington, speaker. Dr. John E. 
Gahringer, Jr. of Wenatchee and Dr. Helene M. 
Templeton of Seattle remain in their respective 
posts as secretary-treasurer and assistant secre- 
tary-treasurer. 

A total of 204 physicians registered for the 
May 12 and 18 scientific sessions. Guest speakers 
included Dr. Howard H. Steel of Temple Uni- 
versity, “Orthopedic Infections” and “The 
Painful Foot’’; Dr. Virginia Apgar of the Na- 
tional Foundation, New York City, ‘Obstetrical 
Anesthesia and Analgesia,” “Present Status of 
Knowledge of Human Congenital Anomalies” 
and “Infant Resuscitation,” and Dr. Robert A. 


Washington Chapter Banquet—Held in Spokane’s Daven- 
port Hotel, the Washington chapter banquet was presided 
over by Dr. Richard H. Ganz. Seated left to right at the head 
table are Mrs. Ronald Gill; Dr. Ronald Gill, vice president; 
Dr. Virginia Apgar, speaker; Mrs. Louis Dewey; Dr. Louis 
Dewey, president-elect; Mrs. Arthur Watts; Dr. Arthur Watts, 
president; Mrs. Richard Ganz; Dr. Arthur Ludwick, im- 
mediate past president; Mrs. Arthur Ludwick, and Dr. Robert 
Tidwell, speaker. 
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in sulfa therapy... 


RELEASE YOU 
PATIENT 


just one tablet of Midicel 
provides continuous, effective 
blood levels for 24 hours 


Because many patients need take only 1 tablet daily, therapy with 
MIDICEL is convenient and economical. It is also advantageous 
since the possibility of omitted doses is reduced. Rapidly 
‘absorbed and slowly excreted, MIDICEL assures dependable bac- 
teriostatic action in urinary tract infections, certain respiratory 
infections, bacillary dysenteries, as well as surgical and soft- 
tissue infections caused by sulfonamide-sensitive organisms. 
And with MIDICEL, there is little likelihood of crystalluria because 
of its high solubility and low dosage. 


MIDICEL (sulfamethoxypyridazine, Parke-Davis), 3-sulfanilamido- 
6-methoxypyridazine. Tablets of 0.5 Gm.; Suspension, each cc. 


. containing 50 mg. of sulfamethoxypyridazine as the N'-acetyl 


derivative. /ndications: Gram-negative and gram-positive infec- 
tions such as urinary tract, respiratory, and soft-tissue infections 
and bacillary dysenteries. Dosage: Orally once a day until 
asymptomatic for 48 to 72 hours. Adults:—1 Gm. initially, fol- 
lowed by 0.5 Gm. daily thereafter or 1 Gm. every other day. In 
severe infections, not to exceed 2 Gm. the first day, then 0.5 
to 1.5 Gm. daily according to weight of patient and severity of 


and for children... Midicel Acetyl Suspension (N' acetyl sulfamethoxypy- 
ridazine, Parke-Davis)- delicious butterscotch flavor - only one dose a day 


infection. Children: -30 mg. per Kg. the first day, then 
per Kg. daily. In severe infections, up to 50 mg. per Kg. initigiiyees 
then 25 mg, per Kg. daily. Total dose in children, however, should am 
not exceed lower dosage limits for adults. Precautions; Cone. 
tinue daily doses higher than 0.5 Gm. no longer than three to ~ 
five days without checking for blood levels above therapeutic 
range. Maintain adequate fiuid intake during therapy and for 
48 to 72 hours afterward. Until further definitive information is 
available, MIDICEL, in common with all sulfonamides, is contra- 
indicated in the premature and newborn infant. Contraindicated 
in patients with a history of sulfa sensitivity. MIDICEL is not 
recommended for meningococcal infections. Side Effects: 
Anorexia and lassitude may occur as may reactions such as drug 
fever, rash, and headache, all of which are indications for dis- 
continuing the drug. Leukopenia has been. reported. Periodic 
blood counts are advised. Patients with impaired renal function 
should be followed closely since excessive accumulation may 
occur. AVAILABLE: Quarter-scored tablets of 0.5 Gm., bottles of 
24, 100, and 1,000, 


$0061 


(sulfamethoxypyridazine, Parke-Davis) 
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sNews 


Tidwell of the Children’s Orthopedic Hospital, 
Seattle, ““The Office Diagnosis of Operable Con- 
genital Heart Diseases’ and “Common Sense in 
Infant Feeding.” 

Dr. John S. Siverts from the Physicians Anes- 
thesia Group of Spokane was the moderator for a 
panel on ‘‘Anesthesia in Trauma and Surgery of 
Children.’’ Composed of the three speakers, the 
panel rounded out the two-day meeting. 

A reception for Washington chapter officers 
was followed by a banquet on Friday evening. 
(See cut.) 
® Over 300 family doctors gathered April 29 and 
30 in Chicopee, Mass. for Massachusetts chap- 
ter’s annual spring clinical assembly. 

Held at the Schine Inn, the meeting was a 
fombination of scientific sessions and social 
activities. Dr. Charles A. Herrick of Manchester 
was chairman of the program committee. 

Speakers for the two-day meeting were: Drs. 
Robert P. McCoombs, Emmanuel Deutch, John 
McGowan and Oscar Jankelson, all of Tufts Uni- 
versity School of Medicine; Dr. James D. Fisher, 
Wesson Memorial Hospital, Springfield; Dr. Wil- 
liam Faloon, State University of New York 
College of Medicine; Dr. George Vlahides and 
Dr. John J. A. Lyons, both of Albany Medical 
College, and Dr. Olive A. Cooper, Springfield 
and Wesson Memorial Hospitals. 

Golfing, bowling, a mock auction, dinner and 
dancing provided entertainment for the physi- 
cians and their wives. 
® The Maine, New Hampshire and Vermont chap- 
ters held their annual Tri-state Medical Seminar 
on June 4 at the Eastern Slopes Inn in North 
Conway, N. H. 

These well-known medical authorities spoke 
at the seminar: Dr. George Bowers, Hartford 
Hospital; Dr. Dale Friend, Peter Bent Brigham 
Hospital; Dr. Leo P. Krall, Joslin Clinic; Dr. 
Robert J. Weiss, Hitchcock Clinic, and Robert 
Schoenfeld, Ph.D., Rockefeller Institute. 

The program committee consisted of the chair- 
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“Buy some 
suppositories and...” 


man, Dr. Anthony D. Bower, Concord, N. H.; 
Dr. Lloyd G. Davies, Fryeburg, Me.; Dr. Louis 
Wiederhold, Antrim, N. H.; Dr. Dunton Aker- 
burg, South Paris, Me., and Dr. Harry Rowe, 
Wells River, Vt. 

@ The Ohio chapter is in the midst of an active 
campaign to bring all of the state’s general prac- 
titioners onto Academy membership rolls. 

With the battle cry of ‘““U Get 1 In ’61,” the 
membership committee believes that ‘Ohio 
chapter could well have over 3,000 members if 
everyone did just that.” : 

Aside from chapters conducting their own 
recruiting programs, the state membership com- 
mittee is urging each chapter member to contact 
a nonmember. To facilitate this, a list of all non- 
members is being sent to active members on the 
assumption that somewhere in the list is an old 
classmate, friend or acquaintance to be recruited. 

Central Ohio, Cleveland and Cincinnati chap- 
ters have already held successful local campaigns, 
and more are scheduled for the near future. 

@ Missouri chapter began publication last month 
of its new monthly magazine, Missouri Family 
Doctor. 

With a circulation of more than 4,000, the 75- 
page publication was distributed to Missouri 
doctors, hospital administrators, state chapter 
headquarters and all U.S. medical schools. 

Mr. A. E. Shaw of Fayette is serving as man- 
aging editor, and R. L. Powell of Boonville is 
publisher. 

Medical editor for the new magazine is Dr. 
William C. Allen, assistant director of the Mis- 
souri Division of Health. Dr. Barney Finkel of 
St. Louis, chairman of the chapter publications 
committee, is in charge of a committee of 20 
contributing physicians who represent various 
sections and activities of the state. 
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ointments 
contain the same antibiotics, 
how can one 
more effective? 


...The unique base* of Neo-Polycin releases a greater 
concentration of antibiotic into the lesions. 


Neo-Polycin Ointment 
on right 

conventional grease-base 
ointment on left 


Agar incubations show Neo-Polycin Ointment more effective : 
against common topical pathogens 


This agar plate, containing Staph. aureus, was incubated for 24 hours at room 
temperature. Note the greater zone of inhibition around Neo-Polycin Ointment 
(right), than around the grease-base ointment of comparable antibiotic content 

(left). Tests on the following pathogens gave similar results: befa hemolytic 

strep., E. coli, Proteus vulgaris, Pseudomonas aeruginosa. Higher concentrations 

of antibiotics released from Neo-Polycin tend to inhibit the growth of relatively , 
resistant strains and minimize antibacterial resistance created by sub-effective 
concentrations. 

formula: Each gram of Neo-Polycin Ointment contains 4.28 mg. neomycin sulfate (3 

mg. neomycin base), 400 units zinc bacitracin, 8000 units polymyxin B sulfate. 

*FUZENE “a patented base which is miscible with blood, pus, tissue exudates. 


1 P DIVISION OF THE DOW CHEMICAL COMPANY ‘ 


PITMAN-MOORE COMPANY inoiANapotis 6, INDIANA 


188 Volume XXIV, Number2 GP 


ie 
we 
4 
q 
4 
4 
| 


News . 


Continued from page 33 


On the Calendar 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed 
when available. 


SEPTEMBER (Continued) 

25-29: American College of Chest Physicians, course in 
industrial chest disease, Warwick Hotel, Philadelphia, 
Pa. 

*26: Louisiana chapter, course in management of acute 
emergencies seen in thoracic surgery, Baton Rouge 
General Hospital, Baton Rouge. (2 hrs.) 

*27-28: Mississippi chapter, annual meeting, Hotel Heidel- 
berg, Jackson. (10 hrs.) 

27-28: Minnesota chapter, annual meeting, Radisson 
Hotel, Minneapolis. 


OCTOBER 


*2: Cook County Graduate School of Medicine, one-week 
basic course in electrocardiography and heart disease, 
Cook County Graduate School of Medicine, Chicago, Ill. 

2-5: American Academy of Pediatrics, meeting, Palmer 
House, Chicago, IIl. 

*3-5: Kansas chapter, annual meeting, Broadview Hotel, 
Wichita. (6 hrs.) 

4: District of Columbia chapter and George Washington 
University Hospital, course in psychiatry for the gen- 
eral practitioner, George Washington University Hos- 
pital, Washington, D.C. 

“9: Cook County Graduate School of Medicine, two-week 
course in obstetrics, Chicago, IIl. 

ll-12: Arkansas chapter, annual meeting, LaFayette 
Hotel, Little Rock. 

12-13: South Carolina chapter, annual meeting, Clemson 
Hotel, Clemson. 

12-14: International College of Surgeons, Mid-Atlantic 
Regional Meeting, Traymore Hotel, Atlantic City, N.J. 

12-14: Academy of Psychosomatic Medicine, meeting, 
Emerson Hotel, Baltimore, Md. 

“12-14: Arizona chapter, annual meeting, Ramada Inn, 
Tucson. 
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15-18: New York chapter, annual meeting, Hotel Statler, 
New York City. 

*15-18: California chapter, annual meeting, Statler Hilton 
Hotel, Los Angeles. (13 hrs.) 

*15-18: Texas chapter, annual meeting, Rice Hotel, Hous- 
ton. (12 hrs.) 

*16: Cook County Graduate School of Medicine, two-week 
basic course in internal medicine, Cook County Grad- 
uate School of Medicine, Chicago, IIl. 

*17: Tennessee chapter, course in common gynecologic 
problems and treatment, Memphis. (1 hr.) 

*17-19: Louisiana chapter, annual scientific meeting, 
Monteleone Hotel, New Orleans. (11 hrs.) 

19-21: Oregon chapter, annual meeting, Sheraton Portland 
Hotel, Portland. 

19-21: Southwestern Medical Association, meeting, Trop- 
icanna Hotel, Las Vegas, Nev. 

21-2: New York chapter, postconvention scientific pro- 
gram cruise to the Caribbean and South America, 
aboard the Santa Rosa. 

*23: Cook County Graduate School of Medicine, one-week 
course in gynecology, Cook County Graduate School of 
Medicine, Chicago, IIl. 

23-27: American College of Chest Physicians, course in 
clinical cardiopulmonary physiology, Sheraton Towers, 
Chicago, 

*24-25: University of Oregon Medical School, review of 
current diagnosis and therapy of collagen diseases, Port- 
land. (14 hrs.) 

25: Louisiana chapter, course in office procedure, diag- 
nosis and treatment of common urologic disease, Baton 
Rouge General Hospital, Baton Rouge. (2 hrs.) 

*25-27: Tennessee chapter, annual meeting, Hermitage 
Hotel, Nashville. (11 hrs.) 

*27: Kentucky chapter and the Lexington Clinic, sixth fall 
clinical conference featuring three symposia, Lexington 
Clinic, Lexington. (6 hrs.) 

*29: Neurological Hospital, “The Adolescent Patient” 
Neurological Hospital, Kansas City, Mo. (234 hrs.) 
*30: Cook County Graduate School of Medicine, one-week 
course in obstetrics, Cook County Graduate School of 

Medicine, Chicago, II. 

*30: Cook County Graduate School of Medicine, one-week 
course in general surgery, Cook County Graduate School 
of Medicine, Chicago, IIl. 

*30-2: Illinois chapter, 14th annual meeting, Sheraton 
Towers, Chicago. (10 hrs.) 


NOVEMBER 


4-5: Missouri chapter, annual meeting, Muehlebach 
Hotel, Kansas City. 
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THE AMERICAN MEDICAL ASSOCIATION opposed a 
legislative proposal that would give the federal 
Food and Drug Administration statutory author- 
ity to rule on the efficacy of ethical drugs. 

Testifying before the Senate Antitrust and Mo- 
nopoly Subcommittee, AMA witnesses also ques- 
tioned provisions of proposed legislation that 
would turn over to the federal government the 
responsibility for relaying of drug information to 
physicians and for selecting nonproprietary 
names for new drugs. 

Dr. Hugh H. Hussey, Jr., chairman of the 
AMA’s Board of Trustees and dean of George- 
town University School of Medicine, was chief 
witness for the AMA. He was accompanied by 
Dr. Ernest B. Howard, assistant executive vice 
president of AMA, C. Joseph Stetler, general 
counsel, and Joseph Jerome, assistant to the sec- 
retary of the Council on Drugs. 

Dr. Hussey told the subcommittee the AMA 
did not have a position on the bill as a whole 
because such provisions as the proposed Sherman 
Act and patent law amendments concerning 
drugs were outside the association’s competence. 

Dr. Hussey listed as the major AMA goals in 
the drug field: 

“We want all physicians to be well trained 
and fully informed on all aspects of the practice of 
medicine. 

“We want this body of knowledge and reser- 
voir of skills to include a high degree of compe- 
tence in the selection and proper use of drugs. 

“We want a continuing and expanding flow 
of useful drug products placed at the disposal of 
these physicians.” 

Dr. Hussey said that the AMA is stepping up 
its program of informing physicians about new 
drugs. The new program includes publication of 
an annual handbook and up-to-date supplements 
with all pertinent information on efficacy, side 
effects and other characteristics of new drugs. 

The AMA drug information program, he said, 
“should insure the dissemination to the practic- 
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ing physician of complete, objective and authori- 
tative information on new drugs when they are 
first introduced, and up-to-date information on 
all significant developments in drug thera- 
peutics.” 

The AMA spokesmen contended useful drugs 
could be barred from the market if the FDA is 
given statutory authority to rule on efficacy of 
drugs. They also pointed out that the FDA, by 
administrative regulation as to labeling claims, 
already in effect rules on efficacy. 

The AMA officials said there would be no 
point in giving the FDA statutory authority to 
rule on drug efficacy unless the federal agency 
wanted to decide upon relative efficacy. The 
AMA opposes the empowering of a federal agency 
to rule upon relative efficacy on the ground that 
the degree of usefulness of a drug can be deter- 
mined only by practicing physicians. 

“We are dedicated to the objective of obtain- 
ing effective drugs for the use of physicians in 
their practice and, thus, for the ultimate benefit 
of the public health,” Dr. Hussey said. “The 
problem is how to attain this objective. 

“It is our (AMA) position, based on the history 
of medical science and the extent of experience of 
the medical profession, that the only possible 
method for ultimately evaluating the effective- 
ness of a drug is the widespread usage of that 
drug by the medical profession over a consider- 
able period of time.” 

The proposed legislation, he said, ‘‘would have 
the federal government make such an evaluation 
before such widespread experience in usage had 
occurred. 

“We believe that only the physician has the 
knowledge, ability and responsibility to make a 
decision as to what drug is best for a particular 
patient. He should not be deprived of the use of 
drugs that he believes are medically indicated for 
his patient by a governmental ruling or decision. 

“Physicians seek to treat the medical problems 
of individual patients. A physician does not treat 
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Menopausal distress: a syndrome involving all three levels of the autonomic nervous system 


disorders of the 
menopause C CT a 


SPACETA BS® 


stabilizes the entire autonomic nervous system 


(without disturbing endocrine balance) 


CORTICAL 
LEVEL: 

Bellergal relieves 
anxiety, irritability, 
insomnia, headache, 
excessive fatigability 


SYMPATHETIC 
LEVEL: 

Bellergal relieves 
hot flashes, 

tachycardia, 
tremor, sweats 


PARASYMPATHETIC 
LEVEL: 

Bellergal relieves 
nausea, hypersalivation, 
faintness 


SANDOZ 


BELLERGAL SPACETABS —Bellafoline 0.2 mg., 
ergotamine tartrate 0.6 mg., phenobarbital 
40.0 mg. Warning: May be habit forming. 
(Color: Granular pattern of green, apricot 
and lemon yellow; compressed.) 

Dosage: 1 in the morning, and 1 in the evening. 
BELLERGAL TABLETS —Bellafoline 0.1 mg., 
ergotamine tartrate 0.3 mg., phenobarbital 
20.0 mg. Warning: May be habit forming. 
(Color: Rose beige, sugar-coated.) 

Dosage: 3 to 4 daily. In more resistant cases, 
dosage begins with 6 tablets daily 

and is slowly reduced. 
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AMA Washington Report 


10 cases of hypertension, he treats 10 individual 
patients, each of whom has a medical problem he 
has diagnosed as hypertension. He may find that 
the same dosage of the same form of the same 
drug will be efficacious in each and all of his 10 
patients. Or he may find that one or more of 
them need different dosages, or different forms 
of this same drug. He may, indeed, find that one, 
two or three of them are allergic to the nonactive 
ingredients used in this brand of the drug, and 
that a different brand, with other nonactive 
ingredients, is the proper answer. 

“Thus, in one patient, a specific dosage of a 
specific drug might be said to be efficacious. 
While in another, it would be described as totally 
ineffective.” 

Dr. Howard said there is little chance of a use- 
less drug reaching the market under the present 
law that requires an applicant to state and 
back up intended use of a new drug. He also 
said that not only the conscience but the econom- 
ic welfare of the pharmaceutical manufacturer 
would preclude his selling a useless drug. 

And if a useless drug should be licensed, he 
said, the medical profession soon would find it 
out and there would be no market for it. 

Senator Kefauver charged that the AMA could 
not be objective in ruling on the efficacy when 
such a large proportion of its income is accounted 
for by drug advertising in AMA scientific publi- 
cations. The senator also charged that the AMA 
lowered its advertising standards in the mid- 
1950’s to increase advertising revenues. 

The AMA witnesses denied both charges. 

“The AMA is now and always has been a free 
agent,” Dr. Hussey said. ‘Never have its scienti- 
fic activities been subject in any manner what- 
ever to commercial practices. We are objective.” 

He and the other AMA spokesmen said that 
AMA publications maintain most rigid advertis- 
ing standards. Stetler said that about 85 per cent 
of proposed ads for AMA scientific publications 
are rejected because they do not meet these 
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Hugh H. Hussey, M.D. 


standards. He noted that the Council on Drugs 
still plays a major policy role in acceptance of 
advertising although it had been relieved of the 
responsibility of checking individual ads. He said 
the council was relieved of the responsibility in 
order to concentrate on supplying information on 
drugs to physicians. 

The AMA officials said the association’s pro- 
gram for adoption on nonproprietary or generic 
names for drugs has worked well in the past and 
that establishment of the new joint Nomenclature 
Committee by AMA and U.S. Pharmacopoeia 
will make it even more effective in the future. 


Retirement Fund Legislation | 


By an overwhelming voice vote, the House of 
Representatives approved the Keogh bill (HR10) 
to provide tax deferrals to encourage physicians 
and other self-employed persons to set aside 
funds for private retirement. 

The Senate Finance Committee held a one-day 
hearing July 25 on the AMA-supported legislation. 

The House bill would put self-employed per- 
sons on a similar basis as corporation executives 
as to income tax deductions for retirement funds. 
Such company contributions are tax deductible. 

Under the Keogh bill, a self-employed person 
could defer taxes on income placed in a private 
retirement program with a maximum amount 
each year of $2,500 or 10 per cent of income, 
whichever is smaller. 

Self-employed individuals with more than 
three employees would be required to establish 
pension plans for them in order to benefit himself. 

A self-employed person could invest in quali- 
fied pension trusts, annuity programs, profit- 
sharing plans and a new type of nontransferable 
government bond redeemable when the individ- 
ual reached the qualifying retirement age or suf- 
fered disability. 

The earliest qualifying age would be 5914 years 
and benefits would have to begin by age 7014. 
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in leading headache clinics, 


the drug of choice for migraine is 


First thought in migraine: 


CAFERGOT TABLETS: ergotamine tartrate 1 mg., 
caffeine 100 mg. (Color: light gray, sugar-coated.) 
Dosage: 2 at first sign of attack; it needed, 1 addi- 
tional tablet every 4% hour until relieved (maximum 
6 per attack). 


CAFERGOT SUPPOSITORI iS:ergotamine tar- 
trate 2 mg., caffeine 100 mg. Dosage: 1 as early as 
possible in attack; second in 1 hour, if needed 
(maximum 2 per attack). 


When the headache is associated with 
nervous tension and G.I. disturbance: 


CAFERGOT P-B TABLETS: ergotamine tartrate 1 mg., caf- 
feine 100 mg., Bellafoline 0.125 mg., pentobarbital sodium 
30 mg. Warning: May be habit forming. (Color: bright green, 
sugar-coated.) Dosage: same as Cafergot Tablets. 


CAFERGOT P-B SUPPOSITORLES: ergotamine tartrate 2 
mg., caffeine 100 mg., Bellafoline 0.25 mg., pentobarbital 
sodium 60 mg. Warning: May be habit forming. Dosage: same 
as Cafergot Suppositories. 
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Stop the pain in minutes 


When the infection is accompanied by 
pain, burning or frequency, phenylazo- 
diamino-pyridine HCl, the local analgesic 
component, soothes the inflamed urinary 
mucous membranes. Relief usually comes 
within a half hour after administration. 


in acute urinary tract infections 


Control urinary pathogens 


Gantrisin proves effective in most bacterial infections of the 
genitourinary tract, whether carried by the blood stream or 
urine. Safety is assured through high solubility. 


Gantrisin—“The Quality of Greatness” 


~ 


Composition: Each tablet contains 500 mg of Gantrisin plus 50 mg of 
phenylazo-diamino-pyridine HCI. Usual Adult Dosage: 2 tablets, 4 times 
daily. Warning: The usual precautions in sulfonamide therapy should be 
observed. If toxic reactions or blood dyscrasias occur, discontinue admin- 
istration of the drug. Because Azo Gantrisin contains phenylazo-diamino- 
pyridine hydrochloride, it is contraindicated in glomerular nephritis, severe 
hepatitis and uremia. In such cases, Gantrisin should be used alone. 

GANTRISIN®—brand of sulfisoxazole 


Soh) LABORATORIES - Division of Hoffmann-La Roche Inc. 
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antipruritic action 
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chewable tablet 


chewable tablets 


METHDILAZINE, MEAD JOHNSON 


prolonged antipruritic /antiallergic action... 
not dependent on delayed intestinal release » 


Itching in children can now be controlled on b.i.d. dosage with a long-acting! 
antipruritic/antiallergic chewable tablet your pediatric patients will enjoy taking. 

They can also benefit by the effectiveness of Tacaryl Hydrochloride in controlling symptoms 
in a wide variety of allergic conditions,?°8 including hay fever and perennial rhinitis. 


dosage: One Chewable Tablet (3.6 mg.) twice daily. Adjustment of dose or interval may be desirable for some patients. 


contraindications: There are no known contraindications. 

side effects: Drowsiness has been observed in a small percentage of patients. Dizziness, nausea, headache, and dryness of mucous 
membranes have been reported infrequently. 

cautions: If drowsiness occurs after administration of Tacaryl Chewable Tablets or Tacaryl Hydrochloride, the patient should 
not drive a motor vehicle or operate dangerous machinery. Since Tacaryl Chewable Tablets or Tacaryl Hydrochloride 

may display potentiating properties, it should be used with caution for patients receiving alcohol, analgesics or sedatives 
(particularly barbiturates). Because of reports that phenothiazine derivatives occasionally cause side reactions such as 
agranulocytosis, jaundice and orthostatic hypotension, the physician should be alert to their possible occurrence... though no 
such reactions have been observed with Tacaryl Chewable Tablets or Tacaryl Hydrochloride. 


supplied: Pink tablets, 3.6 mg., bottles of 100. 


references: (1) Lish, P. M.; Albert, J. R.; Peters, E. L., and Allen, L. E.: Arch. internat. pharmacodyn. 129:77-107 (Dec.) 1960. 
(2)Howell, C. M., Jr.: North Carolina M. J. 21:194-195 (May) 1960. (3) Clinical Research Division, Mead Johnson & Company. 

(4) Wahner, H. W., and Peters, G. A.: Proc. Staff Meet. Mayo Clin. 35:161-169 (March 30) 1960. (5) Crepea, S. B.: J. Allergy 31:283-285 
(May-June) 1960. (6) Crawford, L. V., and Grogan, F. T.: J. Tennessee M. A. 53:307-310 (July) 1960. (7) Spoto, A. P., Jr., and 

Sieker, H. O.: Ann. Allergy 18:761-764 (July) 1960. (8) Arbesman, C. E., and Ehrenreich, R.: New York J. Med. 61:219-229 (Jan. 15) 1961. 
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